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History spy Dr. THomas. 


E. pE B., aged seventeen years, was referred to me by Dr. George 
Reuling on March 27, 1896, with the request that I should examine him 
as to his nervous symptoms, double optic neuritis being present. The 
young man at that time complained of having had Love ool sick 
stomach, and some difficulty in seeing. 

His family history is exceptionally good ; both his father and mother 
are alive and in good health; neither of them knows of any hereditary 
disease in their families. The occurrence of syphilis, tuberculosis, and 
malignant growths was especially inquired for. One brother of the 
— died from an infectious fever, when a child, in Cuba. The other 

rothers and sisters are unusually strong and vigorous. 

The patient himself is the youngest child of seven. He was a strong 
baby and child ; had measles and mumps, but no other infectious diseases 
of childhood. Other than this, he has enjoyed exceptional health. 
He has been active and very fond of outdoor sports, at which he 
excelled. When about eight years old he received a cut on the head 
by running through a glass has. The wound was not serious, and 
healed quickly under a dressing applied by his father. The scar is still 
evident. Three years ago he was struck on the left side of his forehead 
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by a baseball, thrown by one of his companions. He says the blow was 
a hard one, and that he felt badly in consequence of it for a day or two. 
These are the only injuries he has fod sey. could bear any causative 
relation to the development of ‘his trouble. 

He never complained of headache until the beginning of his present 
trouble. The patient spent last summer at the seashore, and was ap- 
parently in robust health. In September, on two occasions, while shoot- 
ing reed-birds, he was obliged to stop on account of severe pain in the 
head. He attributed the pain to the sun and the constant discharge of 
his gun. Such an occurrence had never happened in previous seasons. 
In the autumn it was noticed by his family that after an afternoon’s 
tennis he would seem tired, spending most of the evening on the lounge. 

He entered a new school and did his work satisfactorily, although he 
has never been an enthusiastic student. He began to have difficult 
with his eyes during the late autumn, finding that if he studied euch 
at night they would pain him. This was not very pronounced, being 
only sufficient to cause him to do his work during the daylight. 

On December 20, 1895, he had a very severe attack of pain in the head 
and eyes. He was dull and somnolent, could eat nothing, and vomited 
a great deal. He remained in bed until Christmas-day, and even then 
felt badly. About this time Dr. Reuling made his first examination of 
his eyes, and he has kindly allowed me to use his notes, which are as 
follows : 

December 24, 1895. Complained of visual fatigue after reading, and 
ocgasional frontal headaches. 

Examination. Hm. 0.67 each. No abnormal condition. Fundus 
normal, 

Treatment. + 0.67 R. L. 

After the holidays he returned to school, but on January 10th he had 
another attack of severe pain in the head accompanied by vomiting. 
He was confined to his bed for a week; during this time Dr. Reuling 
made his second examination and then found double optic neuritis. His 
notes at that time are : 

January 24, 1896. Complains of frequent headaches, slight dizziness ; 
had an attack of nausea. 

Ophthalmie Examination. Neuritis optica descendens partial in right, 
complete in left. In the right eye inner margin of disk yet normal, 
outer margin indistinct and considerably more peripheric; veins of 
this section large and tortuous. Left eye: the whole discus opticus 
enlarged, its periphery considerably extended ; infiltration causing con- 
siderable prominence. Several of the tortuous veins show distinct 
thrombi ; arteries slightly covered by the infiltration. Diagnosis: tumor 
cerebri. V. with + 0.67 D. 20/20. General vision remarkably good ; 
reads No. II. with + 1.25 D. with each eye. Focal vision not defective. 

After this attack he had no very severe headache, but was never free 
from more or less pain, which he localized as being above and back of 
his eyes. Indeed, all the pain that he has ever had has been entirely 
frontal, but not more on one side than the other. His mental condition 
was changed, and he was dull, often spending most of the day on the 
bed, and he was somewhat self-willed. It was noticed that at times he 
stag ered and seemed to have difficulty in walking. 

out February 25th his sister noticed that in speaking he used the 
left side of his face more than the right, and it had been noticed for a 
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day or two that the left eye was slightly more prominent than the right 
and was somewhat bloodshot. In March he left the city for a week and 
was very uncomfortable ; he vomited every morning when his coffee was 
brought to him, and had difficulty in standing or walking. For a month 
before I saw him he had complained of momentary loss of vision, and 
he gave an indistinct history of having seen double. 

The examination made on March 27th showed the patient to be a tall, 
well-developed young man. His intelligence seemed fairly good, although 
he was unable to remember certain facts in the history of his disease, 
and often contradicted his mother and aunt, who were with him. His 
voice was normal, although a little loud, and there was no sign of aphasia. 
He was apparently able to distinguish odors. 

His left eyeball was somewhat more prominent than the right, and in 
the inner canthus there were some superficial bloodvessels, which gave a 
dark pee to this portion of the eye. The eyeballs were steady 
and freely movable in all directions. There was no ptosis. The pupils 
were moderately dilated, round, and equal; they reacted to light and 
during accommodation. The vision was tae normal in both eyes 
(20/30 in each), although he said he saw a little better with his left than 
with his right eye. The visual fields, tested quickly, showed no abnor- 
mality ; the colors were seen in the usual order. An ophthalmoscopic 
examination revealed the presence of well-marked neuritis in both eyes, 
more intense in the left eye. 

Sensation was unaffected over the face. Muscles of mastication acted 
well and equally on the two sides. 

When the patient’s face was at rest, the left naso-labial fold was more 
marked than the right, and in speaking the left side of the mouth was 
used more actively than the right. He elevated and contracted his eye- 
brows normally, closed his eyes well and forcibly. In elevating the 
upper lip the left side was drawn higher than the right, although when 
strong effort was made very little difference could be perceived. He 
puckered his lips well and was able to whistle. 

Hearing was acute in both ears. 

His sense of taste was unaffected. 

The movements of the soft palate, pharynx, larynx, and tongue were 
perfectly normal. The pulse was counted, and nothing abnormal was 
noted. 

There was no paralysis or incoérdination in any of the muscles of 
the trunk or limbs, and sensation was unaffected. The deep reflexes 
were normal. The patient walked well, stood steadily with feet together 
and eyes closed. 

Neither pressure nor percussion caused pain anywhere over the skull. 
The urine ial been examined on several occasions, and nothing abnor- 
mal found. 

There could be hardly a doubt that the patient was suffering from a 
brain-tumor, which fact Dr. Reuling had already told the boy’s — 
As there was no history of tuberculosis or syphilis either in the family 
or in the patient himself, the patient stating that he had never been 
exposed to venereal contagion, it seemed more probable that the growth 
was either a sarcoma or a glioma; but, to give Sin the benefit of every 
doubt, he was put on increasing doses of iodide of potassium and was 
directed to be rubbed every night with mercurial ointment. 

The patient took the medicine very well, but there was no change in 
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his symptoms. Dr. Osler saw him on April 10th, and confirmed the 
diagnosis of brain-tumor. He dictated the following note in regard to 
his heart and bloodvessels : ‘‘ Pulse is difficult to compress ; no definite 
sclerosis of the radial. Cardiac impulse is seen just beneath and within 
the nipple, better felt just in the same situation. Heart-sounds are clear 
at apex ; first perhaps a little murmurish. Aortic second is decidedly 
accentuated.” 

i= Dr. Osler advised pushing the iodide and mercury. 

“I made urinary analyses at four different times ; the first, when the 
patient had been taking the treatment about three weeks. At that time 
there was a considerable quantity of albumin. On the next occasion, 
about four days later, there was less albumin; the third time, only a 
trace; and at the fourth analysis, which was made for me at the Johns 
Hopkins Hospital, there was no albumin. Tube-casts were looked for 
at each examination, and were not found. There was never any sugar 
present. 

On April 17th, at which time the patient was taking 80 minims of 
iodide o amenier three times daily, he became sick at his stomach and 
vomited frequently. The sickness lasted most of that day and was 
unaccompanied by any severe pain in the head. 

This was on Friday ; he was Sother on Saturday, Sunday, and Monday ; 
on Tuesday he was very restless, always moving about. He took a long 
walk on that day. On Wednesday morning he awoke with sick stomach 
and vomited a good deal. At this time he was in the country under 
the care of another physician. When I saw him on Sunday, the 26th, 
he had been in bed since Wednesday. The iodide and mercury had 
been stopped, but the sick stomach still continued. He was dull and 
often somewhat delirious, having, on one occasion, endeavored to get out 
of the second-story window, in the middle of the night, under the idea 
that he wanted to go to the garden. He several times passed his urine 
in bed, apparently without noticing it. The sick stomach was almost 
constant, and he vomited nearly everything that he took. It was noticed 
that when he sat up in bed he would become dazed and seem to lose con- 
sciousness. At these times his pulse was said to be very weak. Once 
or twice, when endeavoring to drink from a cup, his right hand shook 
a good deal, and he was unable to raise the cup to his mouth. This dis- 
ability lasted for a few moments, and he was ye able to move the right 
hand normally. Upon examination the only change in his symptoms 
that I noted were the increased mental dulness; a slight thickness in 
speech, wrong words having been used on one or two occasions ; decided 
loss of vision in his right eye, he being barely able to see at all with that 
eye; and a peculiar uneasiness of the right hand. This was constantly 
in motion, picking the bedclothes, drumming on the bed, ete. When 
asked to make any movement with that hand he performed it accurately 
and well. The muscular strength was unimpaired. He said that he 
suffered very little pain. His pulse was somewhat weak and slow, beat- 
ing between 52 and 60 to the minute. Temperature was normal, and 
respiration 14. He was given strychnine and small doses of bromide. 

April 27th. Dr. Reuling reported: “ Vision in right eye reduced to 
quantitative perception of light. Left eye: fingers at twenty feet by 
peripheric fixation. Ophthal. stat. idem.” 

The exophthalmos of the left eye, the mental dulness, the slight paral- 
ysis of the right side of the face, and the peculiar uneasiness of the 
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right hand, taken together with the absence of other symptoms, led me 
to the belief that the tumor was in the left frontal lobe, and I told the 
boy’s parents of my belief and suggested an exploratory operation. 

Dr. Osler saw him again with me, and urged the operation. On May 4th 
Dr. M. Allen Starr, Dr. Reuling, and myself saw him together. Dr. Starr’s 
examination and opinion, which he kindly allows me to use, are as follows : 

‘‘The general symptoms and course of the case make it evident that 
Mr. de B. is suffering from a tumor of the brain. The existence of a 
right facial paralysis, a thickness of speech, of a protrusion of the left 
eyeball, with greater degree of optic neuritis in the left eye, and very 
marked change in mental characteristics and mental activity, the hebe- 
tude and indisposition to move about, with some decided instability in 
motion, point to the left frontal lobe as the seat of this tumor. The 
slowly progres:e character of the symptoms, with lack of great varia- 
bility in their character, and the absence of headache and tenderness on 
percussion, make it seem probable that the tumor is of a hard sarcomatous 
character rather than a vascular glioma, and make it open to operation. 
Such an operation is necessarily exploratory, and it seems likely that the 
best point for exploration will be over the second frontal convolution 
about its middle, the probable situation of the tumor being subcortical 
within the white matter of the frontal lobe, pressing backward upon the 
motor tract and upward toward the cortex of the posterior part of the 
second frontal convolution. 

‘* It is the absence of epileptic attacks which leads specially to the 
idea of the tumor being subcortical. If exploratory operation is under- 
taken, I suggest that the method employed be that of a large bony flap, in 
order that the surface exposed may be as large as possible. If, after the 
opening of the dura, nothing is found at the spot indicated, and palpation 
at the bottom of the deepest fissure accessible fails to reveal any growth, 
I suggest that the base of the frontal lobe over the orbit be investigated, 
if possible, by lifting the entire lobe and exploring with the finger beneath. 

‘‘From the fact that destructive lesions of the forward tip of the 
frontal lobe appear to give rise to few symptoms, I think it would be 
justifiable to make an incision into the frontal lobe for the purpose of 
exploring the white matter in case the tumor is not found at either of 
these two positions.” 

After a good deal of discussion the boy’s family decided to have the 
operation done. Dr. W. W. Keen was asked to perform it, which he 
did on May 10th. For a week before the operation the patient’s con- 
dition remained about the same, except that vision in the right eye 
became entirely lost, and in the left eye began to fail, especially for near 
objects. In the distance he had approximately fifteen-thirtieths vision. 
Both pupils were dilated, but reacted to light. There was no marked 
change in the condition of the optic nerves. His general condition im- 
proved somewhat; he vomited very seldom, and was able to take more 
nourishment. The pulse varied between 52 and 70, and the temperature 
was normal. The uneasiness of the right hand persisted and extended 
to the right foot ; his nurse said that she had noticed it during sleep. 


THE OPERATION BY Dr. KEEN. 


May 10, 1896. I first saw the patient to-day, and found his condition as 
follows: A tall, muscular young man seventeen years of age ; vision was 
lost in the right eye, but he could read test-letters with the left. Both 
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pupils were widely dilated, but reacted to light. The left eyeball was 
protuberant to a moderate extent, the upper lid having the appearance 
of being swollen. On the left forehead, an inch to the left of the median 
line and just at the border of the hair, was an irregular scar about an 
inch long, which was stated to have been caused by striking his head 
against a glass door with some force about ten years ago. No evil con- 
sequences followed at the time. It is doubtful whether this has any 
relation to the tumor, as the operation did not disclose any special injury 
to the bone either externally or internally, nor did the tumor found later 
start apparently at the corresponding point in the brain. Possibly the 
blow with the baseball may have been the cause of the tumor. His right 
lower face was slightly changed in expression in repose by a moderate 
paresis ; when he smiled the paresis was very evident. I was not able to 
examine the skull by percussion, as he was already prepared for opera- 
tion. His mental condition was rather dull; but, at the same time, he 
appreciated who I was and that an operation was about to be done. His 
speech was not very thick. 

I was ably assisted surgically by Prof. L. McLane Tiffany and Drs. 
Martin, Lanier, and William J. Taylor. Drs. Thomas, Osler, and 
Reuling also were present, and advised us from time to time. 

Operation, May 10, 1896. An incision was begun 1.5 cm. below the 
temporal ridge. This was extended 6.5 cm. horizontally a little more than 
2.5 em. above the upper border of the orbit to within 1.5 cm. of the median 
line. It was then continued posteriorly parallel with the median line for 
a distance of 12 cm., where it reached a point 2 cm. in front of the Ro- 
landic fissure. From this point it passed downward nearly parallel to the 
Rolandic fissure a distance of 12.5 em., which brought the termination of 
the line again 1.5 cm. below the temporal ridge. (Figs. 1 and 6.) This large 
bony flap was chiselled loose and turned downward, breaking through the 
bone just below the temporal ridge. So great was the intracranial press- 
ure that when I had completed the chiselling of the bone, before fractur- 
ing its base, its internal edge was lifted above the level of the skull more 
than half a centimetre. The moment that the bone was reflected the 
dura bulged at least half a centimetre above the level of the opening. 
By touch it was excessively tense and elastic. Pulsation was evident. 
At no point over the dura was there any such special hardness as to 
indicate a tumor. Accordingly, in view of the early beginning-symp- 
toms in the left eye and the possibility, therefore, that the tumor might 
be on the orbital aspect of the frontal lobe, I decided to explore first the 
inferior surface of the frontal lobe. My incision in the bone above the 
orbit had been purposely placed at a point high enough not to invade the 
frontal sinus. I now gnawed my way cautiously downward toward the 
orbit by the rongeur-forceps, so as to enable me to explore the under 
surface of the frontal lobe. The frontal sinus was not opened ; but had 
a small opening been made in it, it was my intention to have puttied it 
up with Horsley’s wax, so as to prevent infection. I was soon able to 
lift the frontal lobe sufficiently to feel the crista galli, and also to see as 
well as feel the curved lesser wing of the sphenoid and the dura over 
the temporo-sphenoidal lobe beyond the lesser wing. Had there been 
any reason for it, I am sure I could have seen the anterior clinoid pro- 
cess without difficulty. Nothing abnormal was seen on the under sur- 
face of the frontal lobe, in or under the dura. I next passed my 
finger under the frontal lobe, but could feel no abnormal hardness or 


THOMAS, KEEN: REMOVAL OF A BRAIN-TUMOR. 509 


softness. Accordingly, I decided to open the dura on the superior 
aspect of the brain. I made my incision parallel with the borders of 
the bony opening. As soon as the dura was opened the brain bulged far 
above its level ; inspection showed a dark area at a point just above and 
in front of the junction of the second frontal suleus with the precentral. 
This dark-colored area was evidently the tumor protruding through 
the ruptured cortex. (Fig.1@.) As the tumor evidently extended pos- 
teriorly and inferiorly beyond the limits of my bony opening, I now 
gnawed away some bone downward into the temporal fossa and back- 
ward till my opening reached the line of the Rolandic fissure, or possibly 
a little back of it. Extending the incision in the dura, I was now able 
to see normal brain-tissues posteriorly and inferiorly, showing that the 
visible limits of the tumor had been reached. Four large vessels which 


Fic. 1. 


Diagram to show approximately the relations of the tumor, which is represented by the 
shaded area. The interrupted line represents the osteoplastic flap. I, II, and ITI are the three 
frontal convolutions. @ represents the place where the tumor had broken through the cortex- 
R. Fissure of Rolando. V. Vertical or precentral sulcus. IP. Intraparietal sulcus. S Fissure 
of Sylvius. T. Temporal ridge. 


ran toward the tumor were now tied in the peripheral normal brain- 
tissue. During these manipulations the rent in the cortex at the point 
already specified had extended anteriorly, and showed that the tumor was 
much larger in the subcortical tissue than on the surface. I, therefore, 
attempted to enucleate it, and was quite surprised to find the ease with 
which by three fingers I finally scooped it out of its bed, much as one 
would scoop an egg out of its shell with a spoon. No serious hemor- 
rhage followed the removal of the tumor. In order to check what hem- 
orrhage did occur I packed the cavity for a few minutes with iodoform- 
gauze. Meanwhile, while waiting for the hemorrhage to be arrested, 
Drs. Thomas, Osler, and Reuling examined the tumor carefully, and in 
their opinion it was a well-delimited sarcoma of rather hard texture, and 
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they believed that the entire tumor had been removed. I next removed 
the gauze-packing, and, to make sure that all the tumor was removed, 
I inspected very carefully the walls of the cavity in which it had lain. 

These, apparently, were entirely normal; no appearance of sarcoma- 
tous tissue existed at any point. At the bottom of the cavity lay a clot 
as large as the end of my thumb. This, I thought, should be removed, 
lest it should undergo decomposition after closing the wound, and, accord- 
ingly, with a curette and finger, I lifted it out. During the removal of 
the tumor, I should have stated that when my fingers reached its base 
there was a considerable gush of fluid mingled with the blood, which 
I suggested came from the lateral ventricle. When I removed the clot, 
therefore, I was not altogether surprised at the fact that I looked directly 
into the lateral ventricle, which was widely open anteriorly at about the 
point where the anterior cornu joins the main cavity of the ventricle. I 
saw clearly an opening which I took to be the mouth of the middle or 
that of the posterior horn, though it may have been the general cavity 
of the ventricle. I packed a aa strip of iodoform-gauze into the cavity 
occupied by the tumor, the end of the gauze filling the anterior portion 
of the lateral ventricle to prevent blood passing into that cavity. (See 
Remarks.) As there was now but little hemorrhage, I closed the wound, 
suturing the dura excepting where the gauze-drain came out, and then 
secured the flap in place by silkworm-sutures. 

When the operation was over, although it had lasted for two and a 
half hours, the condition of the patient was quite as good as when he 
was placed upon the operating-table. His _ had contracted to 
their normal size and were responsive to light. He unconsciously moved 
both arms and both legs before he left the table, showing that there was 
no paralysis. So far as his face was concerned we were not able to tell, 
as up to the time I left him no conscious movement of the face had 
been made. This was especially gratifying to me, because the tumor 
had evidently displaced the pre-Rolandic convolution backward and the 
third frontal downward. I was not able to judge well of his speech, 
for he only muttered a half-intelligible reply to a question I asked him 
before I left. His pulse was good and respiration tranquil. A culture 
was made from the surface of the brain and sent to Dr. Kyle, with a 
negative result. 

12th. I saw him again this afternoon with Drs. Thomas and Martin. 
He passed quite a comfortable day yesterday, and had not had a particle 
of pain, so that no opium had been given him in any form. His tongue 
was a little dry nce coated, and for this Dr. Tiffany had ordered one- 
tenth of a grain of calomel every hour until the bowels were moved ; an 
enema in the early evening gave a satisfactory movement. His temper- 
ature yesterday (the day after the operation) in the evening rose to 192.4°; 
this afternoon to 101.4°. He feels hungry, but has only been allowed 
from three to five ounces of milk every two hours. His pulse, which 
had been 150 after the operation, fell to 120 yesterday, and to 104 to-day. 
His skin is in good condition. The wound had been dressed on the even- 
ing of the day of operation, when the dressing was quite saturated, and 
again yesterday, when the discharge was much less. I dressed it myself 
when I saw him this evening, and found the dressings but slightly satu- 
rated. Both the gauze-drain, the inner end of which lay in the front 
part of the lateral ventricle, and a silkworm-gut drain in the forehead 
were removed. A very small amount of blood-stained serum escaped 
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from both apertures. Small bits of gauze were introduced a slight dis- 
tance into the two openings merely to keep the skin from uniting. The 
wound in every respect looked normal. Instead of the depression of the 
flap which existed immediately after the operation, there was distinct 
rounding of the head, and pressure on the flap disclosed a moderate 
amount of resistance underneath. He had had some bromide for sleep 
last night, and fifteen grains of trional were ordered for to-night. Saving 
this _— rise of temperature, his condition leaves nothing to be 
desired. 


Fig. 2. 


The external appearance of the tumor. Natural size. (Drawn by Dr. J. M. TAYLOR.) 


Fie. 3. 


Antero-posterior section of the tumor. Natural size. (Drawn by Dr. J. M. TAYLOR.) 


14th. His temperature in the morning has been usually a little above 
99°, and to-night is 100.5°. He is hungry, has eaten an egg this morning, 
has had the bowels opened by an enema. His intelligence is quite 
marked, though he is not very talkative. He appreciates his surround- 
ings and the gravity of the operation, and is anxious to see his parents. 
The pupils are again dilated, but mobile to light. His right lower 
face is slightly paretic, the arm and leg not at all so. There is no 
aphasia. The wound looks perfectly well. Slight bulging of the flap 
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still continues. The drains are out and the wound entirely united by 
first intention, excepting at the two points where the drains were. 

24th. He is out of bed to-day, the fourteenth day after operation, and 
able to walk about ; his appetite is excellent, and he is on full diet. His 
temperature slowly but steadily decreased, reaching the normal at the 
end of a week. 

The tumor was oval-shaped, 7.5 em. long, 5.5 em. broad, and 4 cm. 
deep (34 inches by 2} inches by 1,%, inches), and weighed 24 ounces. 
The surface of the tumor was somewhat lobulated. and its color darkish- 
gray. On section it showed a point of yellowish discoloration toward 
the posterior portion about its middle, from which distinct rays of tissue 
proceeded as from a focus in all directions. 


Z " 


Diagram to show the depth and relation of the tumor to the convolutions and the ventricle. 
The shaded portion represents the tumor. (The section is from Dalton’s Topographical Anatomy 
of the Brain.) 


Fig. 4 shows the relative position and depth of the tumor in a cross- 
section of the brain, and that it involved all three of the frontal convo- 
lutions and the ventricle. The corpus striatum may have oa 
entirely ; but, if it was involved, it was presumably displaced rather 
than destroyed. 


AFTER-HISTORY AND REMARKS BY Dr. THOMAS. 


After the removal of the tumor, and the patient had recovered from 
ether, his mental condition was much improved. It was noticed imme- 
diately after the operation that his pupils, which were widely dilated 
before, were of normal size. At the first dressing it was noted that the 
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pupils were again widely dilated, and they have remained so ever since. 
Since then there has been very little to note, as he had an uninter- 
rupted convalescence. His vision has become progressively worse. Dr. 
Reuling’s notes are : 


‘« May 28th (eighteen days after removal of tumor). Right: vision 
almost nil, slight perception in extreme outer corner. Ophth.: papilla 
optica flat, grayish, discolored, showing proliferation of connective tissue 
and atrophic nerve-fibres in radiating arrangement. Arteries very thin. 
Left : neuritis optica degenerativa, some swelling and redness. Pupils 
of both eyes dilated almost ad maximum. No central fixation, no accom- 
modation, and almost no reaction to light. Eserin brings on contraction 
and greatly increases reaction to light. Left: fingers at eighteen feet. 
Right: nil. As the patient’s eyes were going from bad to worse, at 
Dr. Reuling’s suggestion, Dr. de Schweinitz, of Philadelphia, was asked 
to see him. This he did on June 3d, and the result of his examination 
is abstracted from his letter as follows: 

‘*T regret to say that he is entirely blind in the right eye ; in the left 
eye his vision is eccentric, and amounts to reading very large letters 
at about 1 metre—actually, 1/60. The field of vision is markedly con- 
tracted, only a small — being preserved on the temporal side. Both 
optic disks show subsiding neuritis, the swelling being 3 D. The 
vessels are shrinking, particularly the arteries, and there are here and 
there throughout the retinas splotches of fatty degeneration. The pupils 
in ordinary light are dilated ad maximum. They do not respond to 
the strongest artificial light-stimulus, but when exposed to bright sun- 
light, or the white light reflected from a cloud, they slowly contract to 
nearly their normal size, and in this same light still maintain, unstably, 
this contraction. This curious phenomenon, for which there is no ade- 

uate explanation, has been observed in cases of optic-nerve degenera- 
tion a number of times. There is no color-perception for even very large 
colored objects, red being called gray, green black ; there is no attempt 
to name the other colors. The prognosis is exceedingly bad. The exu- 
dation into the nerve has evidently been very extensive, and atrophy of 
the fibres is now rapidly taking place. 

“Very unusual features in this case, so far as my experience goes, are 
the rapidity with which the optic neuritis developed and the resulting 
early blindness. Clinically, it is well known that cerebellar growths are 
associated with papillitis, which quickly develops into that type which 
was at one time Same as “ choked disk,” and in which blindness quickly 
takes place even before the stage of the subsidence of the inflammatory 
process. These same phenomena in growths situated in the frontal 
region, as in the present case, must be rare.” 


The diagnosis in this case, as has already been said, was based, first, 
on the general symptoms of brain-tumor combined with mental dulness, 
the protrusion of the left eyeball, the slight right-sided facial paralysis, 
and the peculiar uneasiness in the right hand and foot. The remark- 
able disturbances of locomotion which are often associated with tumors 
of the frontal lobe were present in only a very slight degree. The 
patient did at times complain of difficulty in walking, but this was 
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not seen during any of the examinations, except, perhaps, when he was 
gotten out of bed during Dr. Starr’s examination; he was then very 
weak, and walked in a tottering, unsteady fashion. This symptom— 
frontal ataxia—to which Bruns' has called particular attention, is of very 
great interest, and at times complicates the diagnosis between tumors of 
the frontal lobe and those of the cerebellum. The mental disturbances 
consisted in a general dulling of his faculties and the occurrence of mild 
delirium on one or two occasions. He was never guilty of making 
puns, nor did he indulge in witticism (Bruns: Oppenheim, Arch. f. Psych., 
xxi. and xxii.), and, so far as was evident, he had a proper appreciation 
of his personality. 

The unilateral exophthalmos which assisted in the diagnosis is not 
easy to explain, as it is generally believed that the intracranial pressure 
is the same throughout the skull-cavity ; it may possibly have been due 
to some local disturbance of the circulation. The condition has persisted 
since the operation, but is less marked. 

October 1, 1896. Patient was seen to-day. He states that he has 
passed the summer without any symptoms referable to his head. He 
has been perfectly free from headache, and seems in excellent health 
and spirits. The scar is hardly noticeable on his forehead. There is no 
longer any exophthalmos of the left eye, and the muscles of the face act 
equally on the two sides. He thinks that the vision of the left eye has 
improved somewhat, but he is still unable to see sufficiently well to walk 
alone. 

It is interesting that after such an extensive destruction of the left 
frontal lobe that there should be so few symptoms ; indeed, except for 
the slight remains of the paralysis on the right side of the face and the 
symptoms referable to his blindness, the boy seemed perfectly normal. 
The functions of the frontal lobes have always been a fruitful field for 
speculation, but they have become especially interesting at this time 
through the recent experimental work of Bianchi, of Naples, and par- 
ticularly so through the brilliant investigation and deductions of Flechsig. 

Bianchi (Winter, Brain, 1895, p. 497), experimenting on dogs and 
monkeys, believes that he has arrived at definite conclusions. He 
determined the limits of the excitable areas by electrical stimulation, 
and extirpated all of the lobes in front. When one frontal lobe was 
removed, he very generally noticed some motor symptoms during the 
first week or two, but after this time the animals seemed to be perfectly 
normal. The motor symptoms consisted in rotary movements (the truncal 
concavity being toward the mutilated side) and a paresis of the opposite 
arm for delicate movements. In all the animals he was able to demon- 
strate visual disturbances, consisting in an inability to recognize objects 


1 Bruns: Deutsche med. Wochenschr., 1892; and Real-Encyclopidie (Eulenberg), 1895, Bd. 
viii. p. 663. 
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in the temporal half of the visual field of the opposite eye. Thus, if 
the eye on the mutilated side was closed, the animal would walk and 
run about without ever coming in contact with objects placed in his way ; 
but if his attention was fixed, and some food of which he was very fond 
was brought into the field of vision from the temporal side, it was not 
noticed until it was in a line with the visual axis, when it was quickly 
seized and eaten. When the eye on the operated side was tested, the 
animal grasped the object as soon as it came within his visual field. The 
visual disturbances lasted for two and sometimes three weeks. 

Bianchi found, when he extirpated but one frontal lobe, that there was 
no discoverable change in the animal’s behavior, or psychical manifesta- 
tions, but that when both lobes were removed the animals were very 
markedly changed. They became inert, dirty, forgot their playmates 
and friends, and were indifferent as to what they ate, etc. 

Bianchi believes that the whole nervous system takes part in the for- 
mation of the psychical personality, and that there is no such thing as a 
centre for intelligence. Still, he insists that these phenomena which he 
has observed after the destruction of the frontal lobe must be accounted 
for. His hypothesis is ‘‘ that the frontal lobes are the seat of codrdina- 
tion and fusion of the incoming and outgoing products of the several 
sensory and motor areas of the cortex. . . . The frontal lobes would 
thus sum up into series the products of the sensori-motor regions, as well 
as the motive states which accompany all the perceptions, the fusion of 
which constitutes what has been called the psychical tone of the indi- 
vidual.” 

He attempts no explanation of the curious visual disturbances. 

Flechsig, in his recent address, ‘‘ Gehirn und Seele,” and particularly 
in the notes which he has just now published with the second edition, 
gives the result of many years of work upon the appearance of medul- 
lated fibres in the developing brain. The tracts which connect the 
cortex with gray masses below, the so-called projection-fibres, develop 
early, and first of all those which serve for the conduction of sensory 
impulses. By the study of many brains in different stages of develop- 
ment he has been enabled to mark out accurately the different sensitive 
areas, among which, it may be remarked, that he includes what we com- 
monly call the motor region. Between these sensitive areas are regions 
in which no projection-fibres either enter or leave the cortex, but in 
which he has been able to trace fibre-tracts from the different sensitive 
areas ; these regions he has designated association-centres, and he thinks 
that it is upon their development that the intellectual power of the indi- 
vidual depends. He prophesies that, by careful study of the intellectual 
activity of normal and diseased individuals and a thorough anatomical 
investigation of their association-centres, we will be able to arrive 
at a scientific basis for the localization of these mental characteristics. 
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He thinks that he has already been able, in cases of general paresis, to 
explain the peculiar symptoms by the areas which are involved in the 
morbid process. Flechsig’s association-centres are what have been called 
the silent areas of the brain; but we are forced to believe that they 
are silent, not because they do not speak, but because we are too dull 
of understanding to hear what they say. The frontal lobe corresponds 
to Flechsig’s anterior association-centre. In this region, although no 
projection-fibres reach the cortex, a band of such fibres does run in 
the white matter of the lobe, and, turning back, enters the cortex of the 
somatic sense-area (kérperfiihlsphare), which includes what we commonly 
know as the motor area of the cortex. It may be that it is the involve- 
ment of this tract which is the cause of the motor symptoms, the paresis, 
and the ataxia. Flechsig has demonstrated that the cortex of the lobe 
itself is in connection with the olfactory centre and with the somatic 
sense-area, and probably with the other sense-centres, and he believes that 
we have stored here the memories upon which the idea of individuality 
of the person depends. It will be seen that the views of Bianchi and 
Flechsig in regard to the function of the frontal lobe agree fairly well. 


RemMARKS BY Dr. KEEN. 


Size AND WEIGHT OF THE TumoR. The present tumor is the second 
largest I have ever removed. The largest and my very first modern 
brain-operation was done on December 15, 1887 ; therefore, nearly nine 


Result seven years after the removal of a large fibroma of the brain. 


years ago (THE AMERICAN JOURNAL OF THE MEpIcAL Scrences, Octo- 
ber, 1888). That patient I saw recently. His appearance two years ago is 


"7 
Fic. 5. 
2 


THOMAS, KEEN: REMOVAL OF A BRAIN-TUMOR. 517 


seen in Fig. 5. His eyesight is quite imperfect. His epileptic attacks 
occur at intervals of about a year. He is still, however, very nervous 
and unable to do any work. 

In that case the tumor, a fibroma, measured two and seven-eighths by 
two and one-half inches and one and three-quarters inches in thickness, 
and weighed 3 ounces and 49 grains. The present tumor, therefore, is 
nearly as large, but is much less in weight, because of its different char- 
acter. Pasting on the skull a piece of paper which shows the size of 
the present tumor, it is seen to occupy the second frontal, encroach on 
the first, and practically to occupy nearly all of the third frontal con- 
volution and very largely the area of the pre-Rolandic convolution. In 
fact, I judge (though the surgical exigencies of the moment did not allow 
me to determine it absolutely) that the tumor extended all the way back 
to the fissure of Rolando. It is another illustration of even how direct 
as well as distant pressure is compatible with but very slight symptoms. 
That there was no more marked aphasia is surprising. 

It is also extremely gratifying to observe that the mechanical injury 
done to the rest of the brain in removing the tumor and the later neces- 
sary pressure from swelling and accumulation of wound-fluids, a swelling 
so marked as to lift the flap very distinctly above the level of the scalp 
and to make it quite tense to the touch, were not followed by either any 
increase in the aphasia or in the motor paralysis of the face, and did not 
produce any paralysis in the right arm or leg. 

At least seven tumors larger than the present one and one equally 
large have been removed from the brain. 

First, the largest tumor of all by Bramann, nine ounces, followed by 
recovery. (Annals of Surgery, 1892, vol. vi. 378.) 

Second, Bramann, five and a half ounces; recovered. (Annals of 
Surgery, 1892, vol. xvi. 378.) 

Third, Durante, the size of an apple; recovery. (Lancet, October 1, 
1887.) 

Fourth, Weir, five and a half ounces; died. (Medical News, April 
16, 1887.) 

Fifth, Horsley, four ounces; result not stated. (THe AMERICAN 
JOURNAL OF THE Mepicat Scrences, April, 1887, 362.) 

Sixth, Czerny, nearly seven ounces; died. (Beitr. klin. Chir., 1894, 
xii. 107.) 

Seventh, Keen, three ounces and forty-nine grains ; recovery (oc. cit.). 

Eighth, Starr and McBurney also reported the removal of a tumor 
which was a little longer, but not quite so wide as the present one, 
measuring three and a half by two inches; died in eight hours. (New 
York Medical Record, January 21, 1893, 87.) 

Ninth, the present case. 

It will be seen that of these nine large tumors weighing from two and 
VOL. 112, NO. 5.—NOVEMBER, 1896, 34 
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a half to nine ounces, four recovered and four died, while in one the 
result is not stated. It would seem almost as if large removable tumors 
were scarcely more dangerous than small ones. 

Mope oF Access. The osteoplastic flap which I raised was the most 
extensive resection of the skull I have ever done. I have not quite 
reached the point in audacity of Doyen, of Reims (Rev. de Chirurgie, 
1895, p. 900), who advocates and has practised the removal of one entire 
hemisphere of the skull. He even declares that cerebral localization in 
future is only of physiological interest and is not necessary to the sur- 
geon. I was, however, very much pleased with the extensive view of 
the brain which I got, a view which in this case was needful to the proper 
treatment. It was desirable that the orbital surface of the frontal lobe 
should be examined. This is the first case in which I ever had occasion 
to examine it, and I was very much struck with the ease of access and 
the extensive view that I had. Should it have been necessary to open 
the dura before lifting the frontal lobe, I think there would have been 
no difficulty in seeing the pituitary body and the vessels. At the best, 
manipulations here would have been, however, of course, much more 
dangerous than on the free surface, by reason of the relative inaccessi- 
bility. If in future I should have a case in which an extensive frontal 
operation is necessary, I should make, if needful, an osteoplastic resection 
of the whole forehead, either in one piece or bilaterally in two. There 
would be no difficulty, of course, in separating the superior longitudinal 
sinus from the skull after the first flap had been resected and drawn back. 

REMOVAL OF THE Tumor. Fortunately, the tumor was not an infil- 
trating sarcoma, but well delimited. As in my case of the large fibroma 
above alluded to, I was able to scoop it out with perfect ease, because of 
its lying loose in its bed. The hemorrhage after the enucleation was 
very much lessened by the prior ligation of the vessels connecting the 
tumor with the cortex at the point where it had broken through the 
cortical layer. 

Prognosis. The apparently non-infiltrating character of the tumor, 
which was confirmed by Dr. Flexner’s examination, would also lead us 
to take a much more hopeful view of the future of the patient, as to 
non-recurrence of the growth. As it may take, however, some years 
to determine these facts, it seemed desirable to report the case at once 
and then supplement it at a later period. It is encouraging to re- 
member that in Durante’s well-known case a fibro-cellular sarcoma- 
tous tumor the size of an apple was removed from the left anterior lobe, 
and in spite of its character the patient was in good health four years 
later. 

OPENING AND PACKING OF THE LATERAL VENTRICLE. This is the 
first case in which I ever have actually looked into the lateral ventricle 
in the living, and, so far as I know, is the first in which the ventricle has 
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ever been packed. The entire cavity was disclosed, so that I could see 
certainly into the cavity and possibly into the opening of the middle or 
posterior horn. In view of the free opening and, of course, of the grad- 
ual oozing of blood which would take place after the flap was replaced, 
I was fearful lest the blood might flow from the lateral into the third 
ventricle and then through the Sylvian aqueduct reach the fourth ven- 
tricle, where any pressure would be excessively dangerous and possibly 
fatal. This accident, I discovered later, actually occurred to Horsley, and 
the patient died from pressure on the respiratory centre from the blood 
which reached the fourth ventricle from the lateral (British Medical 
Journal, 1893, ii. 1367). For a moment I hesitated, I confess, to place 
any packing in the ventricle ; but I thought that this would be less dan- 
gerous than allowing the blood to accumulate in that cavity, and so 
I packed rather lightly a strip of gauze a little over an inch wide and 
several inches long into the anterior part of the ventricle and the 
adjacent part of the bed in which the tumor had lain, thus shutting off 
the ventricle, and brought the other end of the gauze through the 
incision in the scalp. It drained very well, and after forty-eight hours 
was removed. The amount of cerebral spinal fluid to which it gave 
exit was not very large. The dressing had to be changed the same even- 
ing, and again on the next day. It was but slightly saturated on the 
third day, and by the fourth, two days after the drainage was removed, 
was scarcely soiled at all. 


Fie. 6. 


From a photograph four months after the operation. The figures are in centimetres. 


The facts proved by this case as to the bolder surgery of the lateral 
ventricle which may be indulged in with impunity, are very encourag- 
ing for the future. 

That the patient made so admirable a recovery is largely due to the 
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extremely kind and careful attention of Dr. Tiffany and his assistant, 
Dr. Martin, as well as, I may add with propriety, to the discreet judg- 
ment of my colleague, Dr. Thomas. 

Fig. 6 shows the present appearance of the scar (Sept. 1, 1896), four 
months after the operation. 


MicroscopicaAL EXAMINATION OF THE TuMOR BY Dr. FLEXNER. 


‘*The specimen is in two ge which can be more or less closely 
approximated. Besides the sides, which had been united and present 
uneven surfaces, the external surface generally has a lobulated appear- 
ance. This does not, however, resemble to any great degree the con- 
volutions of the cerebral cortex. Adhering to a portion of the mass 
are shreds which are taken to be portions of the cerebral membranes. 

‘* Miiller’s fluid has been employed as the hardening-agent, and the 
specimen is well hardened and preserved. For the purpose of the his- 
tological examination portions were removed from several situations, 
including a portion of the tumor to which the membranes adhered. A 
separate piece of membrane was also studied. 

‘* On making the incisions for the purpose of removing pieces for micro- 
scopical examination it was noticed that not infrequently small, whitish 
or grayish-white, opaque foci occurred at variable distances, but usually 
not more than 5 to 6 mm. below the surface. As it was desired to pre- 
serve the specimen the incisions were not carried entirely through the 

umor. The impression obtained, however, was that these patches be- 
came more numerous in the deeper parts. They were irregular in shape 
and averaged about 2 mm. in width and several in length. 

‘* The tissue was imbedded in celloidin, sectioned, and stained in 
Upson’s carmine and Mallory’s phospho-molybdic and hematoxylin 
stains. The stained sections were examined in Canada-balsam and 
glycerin. 

‘* The tumor is composed of cells, intercellular substance for the most 
‘eon fibrillated, strands of fine fibrils and bands of coarser ones. The 

atter consist of homogeneous connective-tissue bundles carrying many 
bloodvessels. 

‘* The greater part of the tumor is made up of cells, which, however, 
are not scattered uniformly over the field, but are collected into more or 
less definite groups, some round, others oval, and still others elongated 
in form. The cell-groups are separated chiefly by the strands of fine 
fibrils described. As regards the cells themselves, they vary somewhat 
in form, the majority being round or oval, about the size or a Jittle larger 
than the normal glia-cells ; but a few are distinctly elongated, and rarely 
a cell two or three times the average one is met with. The larger cells 
are found at times to form small cell-groups or to lie two or three in one 
place. 

‘* Now and again an area of the section of the extent of a dozen or 
more cell-groups will refuse to stain, appear pale and granular, or per- 
haps a stained cell here and there will stand out in sharp contrast to the 
remainder. These places correspond with the opaque and degenerated 
spots already mentioned. They are composed of cells, fragments of cells, 

ranules, and fibrils. The cells which do not stain are indistinct in out- 
ine and irregular in size. The few staining-nuclei belong to leucocytes. 
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Not infrequently red blood-corpuscles, outside of vessels, are present 
intermingled with the other elements. The intercellular material is 
also more or less indefinite, chiefly irregularly granular, but at times 
showing a few fibrils. 

‘* The non-degenerated portions of the tumor are much more uniform 
in appearance and structure. They consist of groups of cells, as de- 
scribed, separated by bands of fibrils. The cells, it is true, are not 
sharply cut off from the fibres, for now and again the same cell-forms 
are found lying among the fibrils in the peripheries of the groups. The 
individual cells in the groups are separated from each other by single or 
small clusters of fine fibrils which often appear to be continuous with the 
thicker strands separating the large groups. In these portions very little 
only of the intercellular substance is of a granular nature. 

‘* Not infrequently these fibres present an appearance suggesting a 
union with or origin from the cells. The elongated cells are seen to send 
off streaming fibrils from each extremity, and the round or oval ones 
appear as if surrounded by hair-like processes, or to give off a bunch 
from one or two sides. Moreover, a part at least of these fibrils appear 
to pass into the strands separating the cell-groups from one another. 

** Cells having the size and form of ganglion-cells were not encoun- 
tered. 

‘‘ The tumor is moderately vascular, and bloodvessels are met with 
within the substance of the tumor, running amid the fine fibrils or sur- 
rounded by round and oval cells. These vessels are distinguished by 
their very thin walls and from an outer investment of fibrils such as are 
present between the cells. The bloodvessels in the coarser bands have 
thick and well-formed walls. Punctiform hemorrhages occur in the 
tumor, but chiefly in the degenerated areas. 

‘* At one point of the section the meninges are still attached to the 
surface of the tumor, and the cells from the latter can be traced directly 
into the membranes in this situation. The separated piece of dura 
mater shows adherent cerebral cortex. It is free from infiltrations with 
tumor-elements. 

‘* A small amount of coarsely fibrillated fibrin also occurs in the 
degenerated portions. 

** From this description it is considered that the tumor is a glio- 
sarcoma. 

‘* It may be worth while to speak on one or two points regarding the 
foregoing description in the light of the more recent studies of neurog- 
lia, especially in view of the fact that a considerable part of the tumor 
is composed of the so-called glia or Dieters cell. The opinion ventured by 
Boll (1874), that the fibres of neuroglia pass by and actually do not 
emanate from the cells, received later (1883, 1892) the support of Ranvier, 
whose well-known studies led him to regard the fibres and cells of the 
neuroglia as independent structures. This view, which was opposed to 
many of the older conceptions, was not borne out by the application of 
the method of Golgi to the study of the question. On the other hand, 
the elaborate study of Weigert (Beitrage zur Kenntniss der normalen 
menschlichen Neuroglia, Frankfort-on-the-Main, 1895), just published, 
has led to confirmation of the view advanced by Ranvier. Through 
the use of a new method of staining devised by him Weigert has suc- 
ceeded in demonstrating the fibres in neuroglia independently of the 
cells over and next to which they may be observed to pass. He believed 
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that he could exclude definite connection between these processes or 
fibrils and the cell-protoplasm. Mallory independently and at almost 
the same time (Centralblatt fiir Pathologie, 1895, Bd. vi. p. 753) arrived 
at a similar conclusion, having used a method in some respects similar 
to Weigert’s. Mallory further found that the glia in sclerotic conditions 
of the cord and brain of human beings was of essentially the same consti- 
tution. Recently I have received from Dr. Mallory a specimen of glioma 
in which the independence of the fibres and the cells of the tumor is well 
shown. 

‘* Unfortunately the method employed for hardening the tumor in this 
case did not suffice for the use of the staining-methods suggested, espe- 
cially for the demonstration of the glia, The phospho-molybdate stain, 
while staining glia-elements, stains other structures as well. In view of 
these facts it is clear that in the description of the tumor only such 
appearances as could be obtained by the methods at command are given ; 
and with respect to the ultimate question of actual union between the 
cell-protoplasm and fibrils no statement is ventured.” 


THE CEREBRAL COMPLICATIONS OF RAYNAUD’S DISEASE.' 


By WILLIAM OSLER, M.D., 
PROFESSOR OF MEDICINE, JOHNS HOPKINS UNIVERSITY, BALTIMORE. 


RayNaup’s disease may complicate many affections of the central 
nervous system. Perhaps the most frequent disorder with which it is 
associated is hysteria. Case VIII. in Raynaud’s original thesis is perhaps 
the most remarkable example on record. With the most aggravated 
paroxysms of pain and local asphyxia, she had hysterical convulsions, 
contractures, and analgesia. The literature contains a number of less 
aggravated examples. Levy (Revue Neurologique, January 30, 1895), 
who recently discussed the question, holds that there is a purely hys- 
terical form, induced by emotional causes, and which may be relieved 
completely by hypnosis. 

Raynaud’s disease is not at all uncommon in asylum-cases, as noted 
by Southey.? The disease has been met with in epileptic dementia 
(Wiglesworth) and in acute mania. Bland’s‘ patient, a male aged 
twenty-three years, had had fits from his thirteenth year. In an attack of 
acute mania he stood on his feet for eight nights. The disease developed 
in the feet, and at the same time paroxysmal hematuria occurred. 

Ritti> has reported two cases in which local asphyxia developed in the 
period of depression in cases of folie a double forme. 

The disease has been noted in many chronic affections of the brain 


1 Read before the American Neurological Society, 1896. 

2 Quoted in Barlow's Appendix, Sydenham Society Selected Monographs, 1888, p. 193. 

% Trans. Path. Soc. Lond., xxxviii. 1887.| 4 Lancet, 1889, i. 
=_ 5 Annales Médico-Psychologie,]1882, t, viii. 
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and spinal cord. There are three instances at least of the association 
with hydrocephalus, two of the cases in adults, and one, reported by 
T. K. Monro,’ a child of nineteen months, had had from birth mottled 
patches of local asphyxia in different regions, and at the age mentioned 
developed symmetrical gangrene of the toes. There are instances also 
in connection with syringomyelia and with locomotor ataxia. 

Visceral manifestations, the expression of vascular changes of a kind 
similar to those which produce the peripheral phenomena of the disease, 
are exceedingly rare. In a few instances gastro-intestinal crises and 
attacks of colic occur not unlike those which develop in angioneurotic 
cedema ; but I know of no post-mortem report of a case in which changes 
in the organs have been found at all suggestive of prolonged local dis- 
turbance of the circulation. 

Occasionally there are symptoms pointing to serious disturbances in 
the functions of the brain. A number of the patients have been epilep- 
tic; but with the exception of the first case, to which I shall refer, I 
know of no instance in which the attacks appeared to be directly asso- 
ciated with the development of Raynaud’s disease. In Case XIX. of 
Raynaud’s original thesis, usually quoted as an illustration, the woman 
had epileptiform attacks which preceded and were not specially related 
to the gangrene of the feet of which she died. 

Our attention was directed to cerebral symptoms in the disease by a 
patient at the Johns Hopkins Hospital, whose case is reported in full 
by Dr. H. M. Thomas in Volume II. of the Reports (1890). I give 
here a brief abstract and a note of his condition subsequently to Dr. 
Thomas’s report : 


Case I. For six winters attacks of Raynaud’s disease ; attacks of epi- 
lepsy occurring only when the local symptoms were present ; hemoglobinuria. 
—tThis man, aged twenty-six years, had had for three winters in succes- 
sion attacks of Raynaud’s disease, the hands and feet and ears and nose 
being affected. The case presented nothing unusual so far as the local 
condition was concerned. He had had losses of substance in the ear-ti 
but not of the nose or of the fingers. The most remarkable peculiarity 
was the occurrence of the disease in the winter only, and the association 
of it with severe epileptic convulsions and with hemoglobinuria, a symp- 
tom which has been frequently noted in the disease. The epileptic 
attacks occurred only in the winter, and always in association with the 
local asphyxia and the bloody urine. The report given by Dr. Thomas 
is up to January 10, 1890. The patient was in the wards on two subse- 
quent occasions: on February 6, 1892, and March 21, 1893. In the 
winter of 1891-92 the ears and nose troubled him very much, and he 
had had blotches on the arms. Up to the date of his admission he had 
had no convulsions. He had had several attacks of bloody urine. We 
did not see him again until March 21,1893. During this winter he had 
repeated attacks of discoloration of the ears, nose, and fingers, with the 


1 Glasgow Medical Journal, 1894. 
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a age of bloody urine. On this admission he had no convulsions. 
e had, however, two additional symptoms of great interest, namely, 
attacks of severe abdominal ain, resembling colic, which recurred at 
intervals, and enlargement of the spleen, which could be felt 4 em. below 
the costal margin. The patient has not been under observation for the 
past three years, and I have not been able to find his address. 


I can find no parallel case in which the epilepsy occurred only during 
the manifestations of Raynaud’s disease. 

So far as I can gather from the literature, the only instance in which 
aphasia developed in connection with the attacks is reported by M. Weiss.’ 

A woman of very nervous temperament was subject to most aggra- 
vated attacks of local asphyxia in the fingers, with arthropathies and 
superficial gangrene of the left cheek, followed by atrophy of the left 
half of the face; she also had patches of superficial gangrene on the 
buttocks. On October 8th she had suddenly disturbance of speech, with 
pallor, and slight cyanosis of the lips. The attack lasted fifteen or 
twenty minutes. On November 5th she had a similar attack. Weiss 
attributed the cerebral symptoms to a spastic ischemia in the region of 
the third left frontal convolution. 

In the following remarkable case there were recurring attacks of 
aphasia with transient hemiplegia. The clinical summary is as follows : 


Case II. For five or six years occasional attacks of numbness, with 
mottling of the fingers. In April, 1891, an attack of dizziness and, per- 
haps, transient loss of consciousness ; a month later a second attack, with 
pain and local asphyxia in the little and ring fingers of the right hand. In 
January, 1892, a third attack of dizziness, accompanied with asphyxia and 
superficial necrosis of the terminal phalanges of the index and little fingers of 
right hand. A fourth attack on the 2d of February, with aphasia, loss of 
power in the right hand, and with paresis of the right foot ; rapid recov 
On March 31st a second attack of complete aphasia, with spasm in the rig! t 
hand. Good health until the summer of 1894, when she had slight pain 
and aching in the right leg and toes. In February, 1895, local asphyxia, 
necrosis of terminal phalanx of middle finger of right hand. On April 
4th severe attack, with headache and slight paralysis of the left arm and 
leg, severe local symptoms in the right hand and fin On July 19th a 
third attack of aphasia, with right hemiplegia, loca a syncope, and asphyxia 
in right hand and fingers. In January, 1896, intense pain in right hand ; 
rapidly developing gangrene extending to the elbow ; coma; death. ~ Mrs. 
H., aged forty-eight years, admitted to Ward C of the Johns Hopkins 
Hospital, February 9, 1892, —s of difficulty {in speaking and 
of a sensations in her fin 

he family history is good. She — of no similar complaint in any 
of her relatives. She is married pete has had a number of children. She 
had one miscarriage in 1878. As a rule, she has enjoyed excellent 
health. In 1875 she had acute rheumatism, affecting the hands, elbows, 
and hips. The attack was very intense for a week, and lasted in all about 
six weeks. At intervals she had had slight returns of the pains in the 
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joints. Six weeks ago she had what her doctor called rheumatic gout 
in the big toe. On several occasions she had had slight attacks of renal 
colic, and, though she has been told by her physicians that she has gravel, 
she does not think that she has ever passed a stone. 

For five or six years at least she has had peculiar feelings in the 
fingers, a sense of tingling and numbness, chiefly at the finger-tips and 
on the pads; sometimes, too, in the ball of the thumb. At these times 
the fingers become mottled. The condition persisted usually for only 
a few hours, though she has had attacks in which it lasted for one or two 
weeks. The tingling feeling was sometimes so aggravated that she would 
put her hands on ice. The fingers were never blue, but on several occa- 
sions she had irregular bluish spots on the back of the right hand. The 
fingers never became cold and dead. The condition rather resembled 
that of chilblains, though she had never suffered from that complaint 
as a girl. During these years she never thought seriously of the condi- 
tion. It was annoying, but not very troublesome. The toes were never 
affected. 

In April, 1891, she was seized with dizziness while at the breakfast- 
table; a queer sensation began in the feet, spread all over her, and for 
a moment she lost her sight, and, she thinks, consciousness. The attacks, 
though of very short duration, frightened her very much. A month later . 
she had a second attack. About seven o’clock in the morning she felt 
suddenly that things were moving, and she had to take hold of a chair 
to prevent herself from falling. She was given brandy, which nause- 
ated her, and she vomited three or four times. The face and lips were 
congested, not pale; the speech was not affected. Within a few hours 
she felt quite well. She noticed, however, that her right arm ached very 
much, and at eleven o’clock she looked at her right hand and saw that 
the little and ring fingers were of a purplish-blue color. They remained 
black and painful for nearly five days, and were numb for a longer time. 
There was no loss of substance. he had no: further attacks until just 
five weeks ago, when she again became very dizzy, and would have fallen 
had she not grasped a chair. In this attack the index and little fingers 
of the right hand were affected, and the doctor thought she would have 
‘ost them both, as they remained cold and black for days. The skin 
turned of a greenish-black color and gradually came off. The nail, how- 
ever, did not come off. The fingers are now healing, and new skin is 
forming. In the first attack she had slight disability of the hand, which 
in the second attack was much more marked, so that she could not dress 
herself or use the hand to feed herself. She thinks, too, that the hand 
was somewhat swollen. 

A week ago she had a third attack, which came on with much ringing 
in the head, particularly in the right ear. She felt very dizzy, but did 
not lose consciousness. Her teeth, however, chattered, and there were 
involuntary movements in her right hand. She had headache and saw 
double. She found that her right hand was almost useless. She could 
move it from the elbow and shoulder, but she could not hold a glass of 
water. On attempting to get up she scarcely could stand, and the right 
foot and leg were weak. For the first time the speech was affected. She 
could only mumble words, and could not be understood. She had no 
nausea and no vomiting. The difficulty in speaking and the slight 
— have persisted, and it is for this condition that she seeks 
relief, 
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8. P.—The patient is a well-nourished, somewhat corpulent woman ; 
the color of the face is good ; the venules on cheeks and nose are a little 
dilated. The pupils are equal, react to light and on accommodation. 
There is no diplopia; the ocular movements are perfect. There is no 
facial paralysis, and there are no disturbances of the sense of taste or 
smell, The temperature is normal; pulse regular, tension a little in- 
creased ; the vessel-wall of the radial arteries is a little sclerotic. The 
movements in the right hand are good, but the hand is weak and the 
grasp feeble. She can pick up a pin, can use a fork, and can write, 
though slowly and with difficulty. She says that the power in the hand 
has been returning rapidly within the past few days. The skin of the 
left hand and fingers looks quite natural. The terminal phalanx of the 
right index finger is of a deep bluish-red color, and the nail is deeply 
discolored. On the pad of the finger the skin is very dry, and there is 
a thick layer of old dry epidermis, which on the ulnar side of the pha- 
lanx is of a greenish tint. Over the rest of the phalanx there is new 
skin. The middle and ring fingers look pale. The terminal phalanx of 
the little finger is covered with a shining new dermis. The nail-bed is 
swollen, and it looks as though the nail might come off. The condition 
of these fingers followed the attack early in January. She says that 
there is tingling in the thumb and in the middle fingers, and in the palm 
of the hand, and they feel hot like fire. The sensation in the hands is 
good on both sides. All trace of paralysis of the foot has disappeared. 
She walked upstairs, and she now seems to walk without any dragging. 
There is no distinct aphasia, and she does not appear to have any diffi- 
culty in ¢xpressing ideas ; but there is a hesitancy in the speech, and the 
articulation is somewhat stammering. She names objects at once, and 
she reads easily. There is no hemianopsia. 

The examination of ‘the heart was negative, with the exception of a 
slight accentuation of the aortic second sound. The hypogastric and 
right iliac regions of the abdomen are occupied by large masses, prob- 
ably fibromyomata. P 

he urine was light yellow in color, with a specific gravity of 1023, 
- a faint ring of albumin with cold nitric acid ; no tube-casts; no 

The patient remained under observation until the 20th. She improved 
steadily, and on leaving the hospital she spoke with clearness and with- 
out hesitation. The fingers had almost healed, and the dry, greenish 
skin came away from the terminal senate of the index finger. On 
several occasions there were marked hyperemia and hotness of the right 
thumb, associated with a burning sensation, and on the back of the 
right hand a spot appeared about 2 cm. in width, which was very hot 
and tender. 

Through the kindness of Dr. Boutelle I have been kept informed at 
intervals of the subsequent progress of this case. In a letter dated April 
4, 1892, he says: 

‘*Two weeks after her return from the hospital she had another 
attack of giddiness, not associated with any trouble in the fingers, 
or with loss of speech. On March 31st she had a very remarkable 
attack. She had burning sensations and nervous feelings in both 
hands, but was up and about and feeling very well. At three o’clock 
she was,talking with some friends when she suddenly became completely 
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aphasic. There was no giddiness. She was laid on a lounge and a 
messenger was sent to fetch me. I reached the house at 4 p.m. She 
was perfectly sensible, understanding everything, but was unable to 
reply. She could protrude the tongue fully and open the mouth. 
She seemed to know what she wanted to say, but could not express 
it. There was no double vision. The right hand was stiff, and at 
times convulsed. The attendants said that the thumb had been drawn 
strongly into the palm of the hand and that the hand and arm were 
cold. When I saw her they were warm, but the fingers and thumb 
had a tendency to spread and to become stiff. About 6 p.m. the power 
of speech began to return, and when I saw her the next day she talked 
as well as before the attack. There were one or two small discolored 
spots here and there on both hands, not associated with any pain, or with 
any threatening of gangrene as was formerly the case in the fingers.” 


Dr. Boutelle informs me that from this date until the summer of 
1894 she remained well, having no symptoms of the trouble. At this 
time she had a sudden attack of pain and aching in the right leg and 
toes, but no discoloration. The pains would last for from a few minutes 
to a few hours and then disappear. Under date of March 25, 1895, he 
writes : 


‘* Six weeks ago the middle finger of the right hand became very 
dark over the terminal phalanx, just as in the old attacks, but there 
were no cerebral symptoms. The discoloration has been disappearing, 
and is now almost gone. The nail is slightly raised, but I do not thin 
it will come off. She consulted me lately for a return of the intermit- 
tent pains in the right leg. (These are probably pressure-pains from 
the myomata.) The general appearance is healthy, the pupils are nor- 
mal, and the speech is natural. She took at this time nitroglycerin in 
very full doses without any benefit.” 


On April 8, 1895, Dr. Boutelle writes: 


‘* Just now Mrs. —’s case is presenting some very peculiar features. 
On April 4th, about 9 p.m., she had an attack of faintness and giddi- 
ness, with pain in the index, ring, and little fingers of the right hand. 
I saw her the next evening about six o’clock. She had had a severe 
headache, particularly in the right temple. She said that her left 
arm and leg felt weak and heavy, but she could move them very 
well. There was, however, marked clumsiness of movement in the 
left hand. The fingers were semiflexed, and she had difficulty in 
straightening them. There was no discoloration in the left hand. The 
terminal phalanges of the index, ring, and little fingers of the right 
hand were discolored and tender to the touch. On the palmar aspect of 
the middle phalanx of the index finger and on the palmar aspect of the 
metacarpo-phalangeal joints of all the fingers of the right hand there 
were spots of discoloration, slightly tender. The following day the dis- 
coloration of the right hand was less marked. The speech and intelli- 
gence were normal. The slight paralysis of the left hand continues. 
She moves it with difficulty. To-day, the 8th, the discoloration is more 
marked in the fingers, which are very tender.” 
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This patient’s son, a young medical man, has kindly sent me the fol- 
lowing note of an attack which occurred on July 19, 1895: 


While dressing the patient had an attack of partial unconsciousness, 
For ten minutes the right side was helpless and the speech impossible ; 
she was dull and very Tethargic. The arm recovered motion first, and 
then the leg. Sensation was restored later than motion. She com- 
plained of a dull, aching feeling in the arm during the day. The hand 
was’ stiff and the middle finger blue. On the 20th there was still aching 
in the right arm, with now and then an exacerbation, until luncheon, 
at noon, at which time all the fingers and the hand became of a dead- 
white color. In a short time the tips of the fingers became dark blue, 
and spots of the same color appeared on the hand, particularly in the 
palm. The pain was very intense, and she suffered terribly, requiring 
several h ermatic injections of morphine in rapid succession. 

On J w & 21st the hand was dead white, cool ; the terminal phalanges 
blue, with a few scattered blue-spots on the hand. The tip of the nose 
was also slightly blue, the only occasion on which she had any symptoms 
referable to the face. There was a spot of ecchymosis an inch by half 
an inch from the styloid process of the right radius. 

On the 22d she was very much better, and was able to get up. The 
hand was still cold, but the blue color of the fingers was fading. 

On the 23d and 24th she improved rapidly. At this time an oculist 
examined her eyes, and said she had choroiditis, with beginning optic 
atrophy. In this attack the urine was negative. 


On April ’3, 1896, Dr. Boutelle writes: 


‘* Mrs. — died January 29, 1896. She did very well for a time after 
my last report. Last summer she had a rather prolonged attack, not so 
severe though as the former ones, and without any paralysis or brain- 
symptoms, but with much pain in the fingers, which turned livid, but 
did not ulcerate. Early in January, after feeling pretty well, she one 
day took a drive and ate rather heartily at supper. During the night 
she had an attack of giddiness and vomiting, followed by intense pain 
in the right hand. Morphine had to be given freely to relieve the 
pain, which she could not locate exactly, referring it to the elbow or 
upper arm. All of the fingers turned blue, and there was no sensation in 
the hand. She was a little bewildered and confused mentally, but there 
was no loss of power of speech. Any movement of the hand or arm gave 
the most intense pain. Gradually the coldness and lividity increased, 
until the hand and arm were dark purple as far as the elbow. She sank 
into a coma, and died in a couple of days.” 


Her son writes about the final attack : 

‘* On his return home at his mother’s final illness he found the right 
hand and fingers completely gangrenous. The arm was mottled nearly 
to the shoulder, and as far as the elbow it looked as if it must also become 
gangrenous.” 

Severe and persistent headache, alternating with or even taking the 
place of a well-marked attack, has been referred to by H. C. Wood in 
the discussion of a case reported by Cleemann,’ in which angina pectoris 
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complicated the disease. The patient described the pain as of a charac- 
ter very similar to that which occurred in the fingers. 

I am indebted to Dr. H. V. Ogden, of Milwaukee, for the report of 
the following case, possibly of the nature of Raynaud’s disease : 


CasE IIT. Painful swelling of the legs between the knees and ankles, 
recurring for two and a half years; falling attacks of doubtful nature, 
possibly hysterical—K. T., aged thirteen and a half years, German, of a 
neurotic family. She is a large, healthy-looking girl. Her illness began 
with what appears to have been an attack of chorea of considerable 
severity when she was ten years old. This was followed immediately by 
three groups of symptoms, viz., painful swelling of the legs, painful 
swelling behind the left ear, and falling attacks, all of which have con- 
tinued until now. 

1. About a year after the onset the condition of the legs is described 
by a physician who saw her, as follows: The child was kept to bed; the 
pain came on about 8 P.m., and lasted more or less through the night ; 
the legs from ankle to knee were puffy, swollen, and red, extremely pain- 
ful, and very markedly hyperzsthetic. She lost much sleep and ran down 
rapidly. This state had developed rapidly after the chorea. 

When I first saw her in July, 1885, the painful attack came on in the 
middle of the morning, and lasted a couple of hours, and during this 
time the condition was much the same as described above, though much 
less severe. In the interval the skin had a reddish, mottled, edematous 
look. Some constant pain and excessive hypersthesia. As well as 
could be made out the sense of temperature was blunted, if not lost. 
Knee-jerk present, though slight. The affected area extended from the 
insertion of the patellar ligament to ankle, and was sharply defined at 
each limit, and extended completely around the legs. 

December, 1885. On the whole better. The affected area has become 
limited, by the approach of the upper and lower boundaries some two 
or three inches nearer each other. Has better and worse days, but for 
last year or more has been active in playing about, except during attacks 
of 7+ and lately these have not been severe or distinct enough to 
make her lay up, but all day the condition is as described in July, 1885, 
the subjective sense of pain going off when she goes to bed, but coming 
on in the morning, sometimes before, sometimes after getting up. 

2. Ever since the beginning has had a deep-seated earache, more or 
less constant. This is accompanied by redness and swelling over the 
mastoid process, which comes and goes, but never suppurates. The 
intensity of the pain and swelling coincides. 

3. Falling attacks. At first, and for a year, she would fall forward, 
two or three times a day, on her hands and head, and unless caught 
would roll over on the floor. There was no aura, no convulsion, and 
probably no loss of consciousness, but of this she is not sure. Recovery 
was quick. For the last two years has always had time to get to a chair 
or lounge, never loses consciousness, and it never lasts more than five 
minutes, and often only a few seconds. I saw one which consisted merely 
in putting her head on her mother’s shoulder, who was sitting near her, 
and almost immediately picking it up again. It had the a of 
being done for my benefit. During these attacks she feels faint and 
powerless. Heart-sounds normal. 
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EARLY RUPTURE IN EXTRA-UTERINE PREGNANCY AND ITS 
TREATMENT. 


By FERNAND HEnROTIN, M.D., 
OF CHICAGO, 


GYNECOLOGICAL surgery has almost reached a point where it can 
be said that, barring malignant diseases of an advanced character and 
other forms of trouble in which the condition of the patient is such that 
the fear of impending dissolution holds the surgeon’s hand, there is a 
prescribed operation for almost any possible condition; and to some 
men it might seem as if the work was complete and hereafter the field 
was open, each individual being capable of filling a place in accord- 
ance with his technical skill and practical knowledge. A little reflec- 
tion, however, cannot fail to convince that beyond this there is needed 
that which even men of the most brilliant ability sometimes do not 
possess, namely, well-balanced judgment in the application of methods. 
This attribute is not given to all in equal proportion, but that which is 
congenital can be cultivated to a high degree by systematic training in 
the analysis, of obscure conditions, and particularly by a comparative 
study of the conclusions reached by fellow-workers. 

The analysis of any given case demands careful scrutiny of each indi- 
vidual fact in its history, and the determination of the method to be 
followed must be based upon a logical correlation of the factors in- 
volved. Probably no disease in which surgical interference is called 
for demands a greater exercise of broad sense than extra-uterine preg- 
nancy, with its varied symptoms and its startling and tragic develop- 
ments. 

An extra-uterine ovum may be located in almost any part of the 
pelvis, either intra- or extra-peritoneal, and by reason of its location 
may give rise to the most complex symptoms. If in process of growth, 
its capability for injury is increased in proportion to the resistance of 
the tissues and the general condition of the patient. 

The object of this paper is simply to call attention to some of the 
peculiarities of early ruptures, and from these to draw some deductions 
regarding their management. I shall limit my remarks to those cases 
in which rupture takes place prior to about the second month. 

Clinical experience has led me to make a further arbitrary division of 
early ruptures into two classes, each of which possesses sufficiently dis- 
tinctive characteristics to warrant the formulation of a definite plan of 
treatment. 

The first class of cases may be termed complete rupture with free 
primary abdominal hemorrhage ; the second class, incomplete ruptures, 
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which include rupture into the broad ligament and dissecting intersti- 
tial hemorrhages which may eventuate in free secondary hemorrhage. 

Experience demonstrates that complete primary ruptures generally 
occur prior to the seventh week, and so frequently in the fifth or sixth 
week after the last menstruation that pregnancy is not suspected. As 
women with pre-existing pelvic diseases are especially prone to extra- 
uterine pregnancy, menstrual irregularities easily escape attention. 

It is not contended that these very early ruptures are invariably 
complete, for there is reason to believe that many of the small, early 
extra-uterine pregnancies rupture into the folds of the broad ligament, 
give rise to only slight symptoms, are absorbed, and disappear. 

The diagnosis of primary complete rupture prior to the seventh week 
is the diagnosis of intra-abdominal hemorrhage. 

The absence of marked disturbance of menstruation does not preclude 
the existence of early rupture. 

The failure to observe the discharge of decidual membrane is not 
significant, for this may occur simultaneously with the rupture or may 
closely follow it. 

The physical signs are identical with those of intra-abdominal hem- 
orrhage. The failure to recognize a tumor near the uterus is not very 
important. Thorough examination is difficult on account of the con- 
dition of the patient. The ovum may be so small as to produce no 
appreciable enlargement, or it may have been expelled into the general 
peritoneal cavity. 

Differential diagnosis, on account of its important bearing on treat- 
ment, will be considered under that head. 

The following case furnishes an excellent illustration of the symptom- 
atology and treatment of complete primary rupture : 


CasE.—On September 15, 1894, Mrs. J. P. C., a resident of Chicago, 
was suddenly seized with a severe pain in the abdomen, which she 
described as feeling ‘‘ like something breaking in her abdomen.” 
Simultaneously there was a gush of bright, pinkish, watery fluid from 
the vagina, which flooded her thighs and saturated her clothing. She 
was seen by a physician at 1.30 p.m., and by another an hour later, 
and at 5.30 I reached her bedside. At this time she was almost in 
articulo mortis, absolutely pulseless, and perfectly cold. The patient 
was thirty-three years of age, had been married twelve years, and had 
three children, aged, respectively, ten, five, and three years. She had 
never had a miscarriage, and, so far as she knew, had never had uterine 
disease of any kind. She was a woman of magnificent physical devel- 
opment, weighed 230 pounds, and was full of pluck and courage. She 
had always menstruated regularly, but for several years had flowed for 
six or seven days at each period. On August 12th, exactly five weeks 
before, she menstruated regularly, and the flow continued for six days. 
On August 29th, without warning, she suddenly had a severe pain, 
resembling a labor-pain, which continued for ten minutes and was 
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accompanied by nausea and vomiting. On August 31st, while travel- 
ling on a car, this pain recurred and lasted half an hour. While 
away from home she had two or three short, severe pains and a slight 
diarrhea. 

On September 9th, after her return home, she began to menstruate 
exactly on time; but the flow was checked by a sudden fright, her son 
being seized with convulsions in her presence. The same evening she 
had another short, acute attack of abdominal colic. The menstrual 
flow returned the next day, but ceased after a few hours. It again 
returned, but ceased two days before the final attack. 

When I first saw the patient it was evident from the profound col- 
lapse, indicated by the total absence of radial pulse, the excessive pallor 
and death-like aibes of the body, that she was suffering from internal 
hemorrhage ; while the dyspnea made it plain that the time for action 
was short, and that if pln was not immediately done, it would be 
too late. Further physical examination revealed nothing more than 
local tenderness over the whole abdomen. Sudden pressure would elicit 
repeated expressions of pain. 

I made a careful and thorough vaginal examination, which was 
entirely negative. The fact that she was flowing at the time of my 
arrival of course directed my attention to the pelvic organs as the 
probable source of hemorrhage, and the information obtained from the 
patient’s friends and from herself regarding the previous attacks of 
pelvic pain made more than probable the diagnosis of ruptured tubal 
pregnancy. I made the examination, therefore, with two ideas most 
promnineealy before me: First, the determination of the presence of free 

lood in the abdominal cavity ; and, second, the discovery of a mass on 
one or the other side of the uterus. I failed, however, in both respects ; 
repeated percussion over the abdomen absolutely failed to give any 
impulse or sense of fluctuation, either upon deep digital pressure into 
Douglas’s pouch or at either side of the uterus, and no enlargement of 
the Fallopian tubes could be detected. The thickness of the abdom- 
inal walls in this patient greatly increased the difficulty of and embar- 
rassed the examination ; notwithstanding all this, I never for a moment 
doubted the correctness of my diagnosis. 

The foot of the bed was elevated, the pillows removed, strychnine and 
nitroglycerin administered hypodermatically, and a quart of normal 
salt-solution thrown into the rectum. At a little after seven o’clock, an 
hour and a half after my arrival, the preparations for the operation 
were complete. At this time she had been without pulse at either wrist 
for between three and four hours. 

The foot of the bed was now elevated so as to obtain the highest pos- 
sible Trendelenburg position, another saline injection was thrown into 
the rectum, and the incision made. The correctness of the diagnosis of 
intra-abdominal hemorrhage was evident even before the peritoneum 
was incised, and after the incision was made and the intestines pushed 
back the blood surged out over the surroundings. 

The right Fallopian tube was caught with a large clamp-forceps par- 
allel to the uterus. The ligatures were placed and the removal of the 
tube effected rather by touch than by sight, the latter being rendered 
almost impossible by the enormous amount of blood which obscured the 
field. A careful estimate of the amount of blood in the abdomen would 
place it at at least eighty ounces. This estimate was concurred in by the 
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gentlemen present, and is given without the least desire to exaggerate. 
Thirty to forty ounces of blood were lost by sponging, by the manipu- 
lations and movements of the patient, and by the removal of clots. 
Forty to fifty ounces of fluid blood were left in the abdomen. 

Ether was the anesthetic used; its administration was suspended 
while the abdomen was being closed. The closure of the parietal 
wound was effected by a running catgut suture for the peritoneum, 
four or five buried iron-dyed silk sutures to unite the sheath of the 
rectus, and external sutures of the same silk, not penetrating the 
abdominal cavity. 

Immediately after the operation a small, almost imperceptible, very 
rapid pulse returned. Three pints of normal salt-solution were care- 
fully injected into the cellular tissue beneath the breasts and in the 
axillary spaces, and three pints of strong, black coffee with salt added 
were injected into the rectum. 

When I left the patient at 3 a.m. she was still cold, but had a reason- 
ably good pulse of 150. 

eptember 17th. Pulse 140, and the patient was quite warm. 

Sth. Pulse 132. 

19th. Pulse 120. 

20th. Pulse 100. 

21st. Though the patient is still in bed, she is a well woman, has no 
pain, is in perfect spirits, and is joking about her late illness. The two 
lower superficial stitches suppurated. 


Uterine end. 


The specimen which I here present is apparently a beautiful example 
of the apoplectic ovum or tubal mole in situ. It is no longer a complete 
ovum, for it lacks, to all appearance, a central cavity, the amnion, and 
the embryo. As I desire to speak particularly of the clinical features 
connected with very early ruptures, I have thought it best to present 
the specimen entire, without making or having made a more complete 
analysis of its component parts, which would necessitate its destruction in 
a gross anatomical sense and would fail to convey certain peculiarities to 
which I wish to call attention. 

Bland Sutton says: ‘‘ Frequently no trace of embryo is found. A fleshy 
mole [as this seems to be] is really an early ovum with its membranes, 
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into which blood has been extravasated. The extent of the extrava- 
sation varies ; occasionally the blood invades the amniotic cavity and 
overwhelms the embryo. Fleshy moles, similar to those arising in 
the uterus, occur in connection with tubal gestation, and they appear 
to be more common between the fourth and eighth week than at any 
other period. Their formation is, in most cases, attended with disas- 
trous consequence to the individual unfortunate enough to become the 
victim of tubal pregnancy.” 

He also adds: ‘‘ It is of some importance to be familiar with their 
chief features, because the existence of a fleshy mole is certain proof of 
pregnancy, and the formation of a mole in the tube is a frequent means 
of inducing tubal rupture.” 

The lumen of the tube is perfect from either end to the seat of the 
ovum or mole. It is also noteworthy that the fimbrie are partially 
drawn into the abdominal ostium; both of these points are in accord 
with the opinion universally held that the abdominal ostium of the 
tube does not close until the eighth week of gestation. On this account 
and from the history of the case it is probable that impregnation 
occurred later than five weeks previvus to the rupture. Another interest- 
ing point is the great attenuation of the tubal wall at the location of the 
tear. The tube evidently began to be thin and to spread out almost 
as early as the growth of the ovum commenced, which is contrary to 
the accepted theory in most cases. The rupture took place opposite the 
point of attachment, which is presumably the placental site, and this is 
directly contrary to the dictum of Doleris, that rupture always takes 
place at the placental site. 

Numberless cases of tubal pregnancies from the seventh to the twelfth 

and fourteenth week, as well as later cases, are reported in the litera- 
ture of the day. Ordinarily the lengthened history and the presence of 
a plainly perceptible extra-uterine abdominal mass make the diagnosis 
of the case plain and the indication for operative interference impera- 
tive, while the responsibility naturally decreases as the diagnosis is made 
more certain. 
.. In the presence of serious intra-abdominal hemorrhage it is almost 
criminal to fail to cut down on a plainly perceptible mass closely con- 
nected with the uterus. To open the abdomen of a patient in extremis 
when no enlargement can be felt, when there has been no special dis- 
turbance of menstruation, and when the patient gives almost no history 
of preceding illness, may be just as. imperatively indicated, but it car- 
ries with it much greater responsibility and much more uncertainty. 

Baldy, of Philadelphia, in an article read before the American Gyne- 
cological Seciety in 1890, the statistics in which were based particularly 
upon the reports of Dr. H. F. Formad, the coroner’s physician of Phila- 
delphia, estimated that 1500 women had lost their lives in the United 
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States during the few preceding years on account of undiagnosticated 
extra-uteriné pregnancy. Surgeons and gynecologists have done much 
to reduce these figures during the last five years, but all must allow that 
deaths from this cause still occur very frequently, and all will concur 
with me in the assertion that where intra-abdominal hemorrhage of 
sufficient quantity to cause death results from ruptured tubal preg- 
nancy prior to the seventh week of gestation the mortality must neces- 
sarily still be very great. The frightful rapidity of the death of the 
patient after rupture has led many authors to draw attention to the 
fact that in these cases judicial investigation has repeatedly been made 
on account of the suspicion of foul play. 

The literature of extra-uterine pregnancy is so extensive that it would 
be a gigantic task to go over it in detail, and, besides, there is so great 
similarity in the reports from various quarters that the different series 
hardly differ. Schauta, A. Martin, Schrenk, Parry, Orthmann, and 
many others have collated large series of cases, and I may say that 
since the impetus given by Lawson Tait to the proper treatment by 
laparotomy of all cases of intra-abdominal rupture of extra-uterine preg- 
nancy there are very few men with even a leaning for gynecology who 
have not reported one or more cases of this kind, while the prominent 
men have had larger series. The proportion of cases, however, in which 
intra-abdominal tubal ruptures prior to the seventh week have been 
diagnosticated and operated upon is comparatively small as regards the 
whole number of cases. It must, of course, be admitted that such 
early ruptures are relatively rare, and that most tubes resist beyond 
that time, and that the usual time for rupture is between the seventh 
and twelfth week. There is no reason to believe, however, that a com- 
paratively large proportion of the ruptures that occur prior to the sev- 
enth week prove fatal because of the lack of proper diagnosis. The 
cause of this is evident. The patient has had less time to complain and 
to develop symptoms, and consequently to think of seeking medical aid. 
As the menstruation has only recently, or has not at all deviated from 
the normal, the cause may remain unsuspected ; and, lastly, the smaller 
the swelling the less perceptible it is upon examination, and therefore 
the more doubtful and difficult is the diagnosis. When a patient has 
had symptoms for several weeks she may have had time to consult an 
expert through her family physician, and the character of the case may 
be suspected before the secondary rupture; but these early cases often 
remain in the hands of the general practitioner, who only suspects the 
cause of death after the death of the patient. 

There seems to be something peculiar, however, in these early 
ruptures. So far as I can judge from the literature, in the majority of 
the patients operated upon, in which a small tubal gestation of five or 
six weeks was found to have caused intra-abdominal hemorrhage, the 
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symptoms were usually described as very acute and the hemorrhage as 
most abundant. Lawson Tait mentions, for example, a woman who was 
seized with pain at 1.30 p.m. and died at 9 p.m. from intraperitoneal 
hemorrhage caused by rupture of a five weeks’ ovum, the rupture being 
not larger than a pea. Several of these cases have been reported during 
the last two or three years. According to Hermann and Bland Sutton, 
most tubes hypertrophy following tubal pregnancy; but they say that 
this is not always the case, and that the walls of the tubes in contact 
with the ovum sometimes seem to stretch and become attenuated from 
the beginning of gestation. It may be that these are the cases most 
liable to early rupture. Where the tubes are thicker they may possibly 
not bleed so easily when torn and may not tear entirely through so 
quickly. For the elucidation of these points more numerous and more 
thorough reports of cases of this variety are necessary, for it has not 
yet been proved that the tubes which rupture early are diseased at all, 
or are more diseased than those that resist until a later date. 

Some authors have described an interstitial tubal pregnancy and have 
claimed that there is no mucous membrane in contact with any part of 
the ovum previously to rupture. Their explanation is in accord with 
Tait’s views, namely, that the ovule becomes arrested at some point in 
the tube where not only the ciliated epithelium is destroyed, but where 
the mucous membrane is also deficient to a greater or less extent, and 
that the ovum then develops and spreads out in the walls of the tube. 
This explanation is unsatisfactory because the deeper layers do not pro- 
duce the tissues wherein an ovum could be expected to develop. 

Upon looking over the reports of operations for this condition during 
the past three or four years, we find a gratifying uniformity of success 
in the results obtained. 

Many authors report successful cases, while a considerable number of 
the deaths were of patients who, at the time uf operation, were found to 
have complications, usually diseases of the other tube or ovary. As the 
operator in these cases was not willing to let the opportunity pass by, 
he operated for the complicating difficulty. The danger in these cases 
lies in the presence of blood in the abdomen and the ease of develop- 
ment and rapid spread of sepsis. A clean peritoneal cavity will dispose 
of a considerable amount of septic material, provided it is not too viru- 
lent; a peritoneal cavity half full of blood will have difficulty in dis- 
posing of the blood itself, and the complication of the removal of a 
pyosalpinx on the other side entails much additional danger to the 
patient. 

The question of leaving a considerable amount of blood in the peri- 
toneal cavity after an operation of this kind is one that requires careful 
consideration. In operation involving or dealing with septic material 
it is considered, and I believe properly, most advisable to leave the 
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cavity as free from blood as possible ; but in such a case. as I describe 
there is usually sepsis present, from the nature of the case. Any oper- 
ator who has encountered the large recent abdominal accumulations of 
blood will readily acknowledge the impossibility of their entire removal. 
This difficulty is materially increased by the necessity of inverting the 
patient, thus allowing the blood to collect in the subdiaphragmatic re- 
gion, but lessening syncope. This blood is of value to the human 
economy. Divers opinions are held as to the propriety of allowing 
large quantities of blood to remain in the abdominal cavity or of 
attempting to cleanse the cavity thoroughly before closing it. Both 
these measures seem to me to have their indications. 

When examination fails to reveal the presence of complicating septic 
conditions which are prone to exist in the pelvis or around the ap- 
pendix, it is better to close after removal of the large clots. The 
arguments in favor of this course are: the shorter the operation the 
better the prospects of recovery ; the less the manipulation the less are 
the absorptive powers of the peritoneum impaired ; the absorption into 
the circulation of the serum left in the cavity begins at once, and 
stimulates the patient pending the revival of vital forces. 

When, however, symptoms of sepsis are present, or when during the 
operation septic conditions have been encountered, the cavity should be 
cleansed as thoroughly as possible consistent with the condition of the 
patient, because under these conditions the more blood the greater the 
sepsis. 

Saving time may mean saving the patient, and in desperate cases a 
large gauze-drain may have to be employed instead of prolonged 
cleansing. It is in these extreme cases that saline infusion, transfu- 
sions, and injections are of such undoubted value. 

Diihrssen, cited by Fenger, calls attention to the danger of narcosis 
in an exsanguinated patient, and the further danger of operation in the 
abdomen under such circumstances where the congestion of the abdom- 
inal organs which naturally follows any laparotomy is likely to cause 
fatal cerebral anemia and death on the table. He, therefore, advo- 
cates infusion of saline solution preparatory to operation. This was 
first proposed by Wider after Diihrssen had lost one patient operated 
on during shock. He made in his succeeding cases infusion of one or 
two litres of saline solution prior to operation, with satisfactory results, 
a stronger pulse lasting during the operation and the patient recovering. 

The value of the Trendelenburg position as an adjunct to the above 
measures is self-evident. 

Another question of vital importance is that of operating during 
profound shock. Great variations of opinion exist in regard to this 
question, and further reports of cases must be made by reliable ob- 
servers before this controversy can be settled{; but even in these cases 
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important indications can frequently be outlined which will prove a 
valuable guide to the intelligent operator. 

' Chief among these is the differentiation between temporary fainting 
from moderate loss of blood and profound shock from excessive hemor- 
rhage. The fainting woman is unconscious during swoons, but rallies 
from time to time, this being indicated by the variable pulse, slight 
flushes passing over her face, which shows little anxiety, her body-heat 
being variable, and the lowering of the head being quickly followed by 
amelioration. The woman suffering from rapidly progressing, uninter- 
rupted hemorrhage to the point of exsanguination, after the first swoon 
remains conscious ; her pulse steadily becomes weaker until it can no 
longer be appreciated ; her face, which betrays extreme anxiety, is per- 
manently blanched ; her body remains constantly cold, and lowering of 
the head produces but little change; she cannot speak above a whisper, 
and is very still unless she has reached the stage of delirium which 
immediately precedes death. This differentiation cannot always be 
absolutely made, as the fainting woman may pass into profound shock 
from repeated hemorrhages ; but it is important that a decision be made 
on this point. 

The differentiation between tubal rupture and tubal abortion may 
have an ithportant bearing on the course of treatment. Generally 
speaking, there is less danger in waiting for a rally after tubal abortion 
than after tubal rupture. The difficulty lies in the differentiation. 

Some authors mention the character of the pain as being a means of 
distinguishing between rupture and abortion, and it is very possible that 
there may be something of value in this sign. The pains of rupture are 
more likely to be successive, distinct attacks of short duration ; these 
may be hours or days apart, accompanied by slight faintness and more 
or less shock, each attack leaving the patient entirely and apparently well 
until the final catastrophe, when the breach in the peritoneum occurs 
and free hemorrhage takes place. 

In tubal abortion, when once the ovum is reasonably detached, we 
should naturally expect the pains to recur at very short intervals and 
to continue, unless checked by morphine, until the ovum is expelled 
from the tube, about which time symptoms of hemorrhage appear. 

Another sign described by authors is the location of the tumor. When 
the mass is felt toward the uterine end of the tube the case is supposedly 
one of rupture; while when it is situated toward the outer end of the 
tube abortion is more probable. This distinction, however, is of little 
value in the case of early rupture now under discussion, for, as I have 
mentioned before, the mass is frequently very small and difficult to out- 
line, or there may be no enlargement perceptible because the ovum has 
been previously expelled into the general cavity. 

Besides this, the tube with its enlarged portion frequently drops to 
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the side of or behind or below the uterus, making it impossible to 
determine which part of the tube is affected. My reasons for laying so 
great stress upon the distinguishing signs between rupture and abortion 
are that equally alarming symptoms may accompany either, and that so 
many operators advise deferring the operation until the patient rallies. 
It is the delicate discrimination in the individual cases which enables 
us to determine what to do. 

True surgery demands the ligation of every accessible bleeding vessel, 
hemorrhage from which may endanger life. If in a given case we have 
reason to believe that tubal abortion has occurred, we may be justified 
in waiting for a reasonable time for reaction to take place ; but in cases 
of rupture our duty is plainly to obey the first law of surgery and ligate. 

The rapidity of the march of symptoms from the first signs of rupture 
to the establishment of deep collapse is a most important indication, and 
may demand prompt action. If a woman with few premonitory signs 
becomes suddenly faint, develops symptoms of free abdominal hemor- 
rhage, and without rallying, and, in spite of appropriate treatment, 
within one or two hours passes into profound collapse, the inference 
becomes almost a certainty that the case is one of early rupture of an 
ectopic pregnancy with free primary abdominal hemorrhage, and that 
death will probably ensue unless radical measures are taken to stop the 
flow of blood. 

The more acute the symptoms the more imperative becomes the neces- 
sity for prompt interference—that is, ligation. 

Dr. Maurice Richardson, of Boston, one of our ablest exponents of 
true surgery, in an exhaustive article on this subject,' clearly demon- 
strates facts regarding treatment so suggestive that I make the follow- 
ing quotation : 

‘* Twice in my own experience an hour has been long enough to place 
the patient in a hopeless collapse. In one case which I saw for the first 
time at 1 o’clock, a woman in whom there was no suspicion of hemor- 
rhage or any other acute condition, at 2 o’clock was pulseless. She 
lived during the afternoon and night, but at no time was her condition 
good enough to justify interference.” 

He says again: ‘‘ For some reason the extravasations from a ruptured 
foetal sac are attended by shock which is out of all proportion to the 
amount of blood lost. In such instances the patient suffers not only 
from loss of blood, but also from the extensive woundings of the peri- 
toneum, the so-called peritoneal shock. In these cases there are not 
only the signs of hemorrhage, but also those of great systemic depres- 
sion. In fatal cases of this kind death takes place in a few hours. 


1 Richardson, M. H.: Extra-uterine Pregnancy and Pelvic Hemorrhage; Cases and Re- 
marks. Annals of Surgery, December, 1894, p. 705. 
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In two that I have seen the patients were so nearly dead that I 
thought the only chance of their recovery lay in the administration of 
stimulants and intravenous injections until they could endure the brief 
manipulation for controlling further extravasation. Death followed in 
both cases. In a third, which was also fatal, I determined to operate 
even in face of impending death. In this case the same fatal deter- 
mination occurred, though not until reaction and general peritonitis 
had had time to develop. In the first case there were extreme pallor, 
restlessness [italics mine], and dyspneea, with rapid and almost imper- 
ceptible pulse. Death took place while we were preparing to infuse 
salt-solution. In the second case the patient became collapsed in a few 
minutes after the rupture of the sac. The pulse was so rapid and so 
faint that no operation was seriously considered.’ In the third case the 
patient’s condition was not quite so plainly hopeless. By an operation 
not occupying more than fifteen minutes the foetal sac was removed and 
the abdomen cleared of blood. The patient did not die of shock, but 
lived long enough to develop a fatal peritonitis.” 

The author is undoubtedly the best judge of the course of treatment 
to be pursued in the cases he describes, but the following comments 
seem to me pertinent : 

In the first case mentioned a woman with no suspicion of hemorrhage 
was pulseless an hour later, and at no time was her condition good 
enough to justify interference; but yet she lived during the afternoon 
and night. It is probable that prompt ligation in this case would have 
given the patient a chance for her life. 

The author speaks of ‘‘ peritoneal shock ” out of all proportion to the 
amount of blood lost. When cases of this kind are encountered it is 
my opinion that the profoundness of the shock is dependent upon com- 
plicating conditions, such as sepsis or very smali hemorrhages frequently 
repeated. The peritoneum is so tolerant of extensive injuries that acute, 
persistent, profound shock must, in the absence of appreciable complica- 
tions, be considered as due to extensive loss of blood. 

In the absence of the signs which immediately precede death and 
really belong to the death-agony, it is practically impossible to deter- 
mine the resistant power of the patient and how long she will live. 

In another of the author’s fatal cases the patient was pulseless, the 
respirations were shallow and rapid, and there were extreme pallor and 
great restlessness. This bears out my statement that pallor, dyspnea, 
and imperceptible pulse do not always forbid operation, but that rest- 
lessness is frequently the sign of impending death. 

Again, in the third fatal case, he says: ‘‘ I determined to operate in 


1 Here the author evidently refers to the second case which he mentions in the first part of 
his article, for he there states that this woman lived during the afternoon and night. 
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face of impending death.” It is a significant fact that this patient ral- 
lied from the operation, but died five days later from well-developed 
general peritonitis, ‘‘ due to an error in technique, namely, the rapid 
and necessarily imperfect preparation of the skin.” 

From personal experience and a study of the cases reported by other 
observers concerning complete rupture with free primary abdominal 
hemorrhage due to ectopic gestation, I venture the following deductions 
regarding treatment as applied to the different varieties : 

A woman suddenly faints, and immediately receives efficient medical 
aid, but, notwithstanding all treatment, in an hour is in profound col- 
lapse with the clinical signs of early rupture of extra-uterine pregnancy. 
What should be done? She is bleeding to death from a large rupture 
or a sriall rupture through the vessels, or both, and abdominal section 
should forthwith be made and direct ligation applied. Fill a bowl 
with normal saline solution, place the patient in the Trendelenburg 
position, on the bed, if need be ; thoroughly cleanse the field of opera- 
tion ; open quickly ; pass the hand at once through the blood to the 
point of rupture; place a light clamp on each side of the rent; wipe 
away sufficient blood to enable the ligatures to be passed; sweep the 
open hand a few times around the abdomen to remove the large clots 
and possibly the product of conception ; exsect the tube; make sure 
the hemostasis and immediately close. Hemorrhage from the bleed- 
ing points can often be controlled in four or five minutes, and the 
whole operation completed in fifteen. During all this time, if neces- 
sary, continuous injection of normal saline solution into the cellular 
tissue may be made by an assistant. I believe that the time unneces- 
sarily spent in cleaning the abdominal cavity has caused the death of 
more than one woman, as the liquid portion of the blood acts as an 
intraperitoneal transfusion. This is the treatment for what Richardson 
terms the fulminating variety. 

If, during the operation, septic material is encountered in the abdom- 
inal cavity, be it exudate around the affected tube or disease of the 
other tube, or doubtful conditions in the appendicular region, or if the 
operator is not reasonably certain of the aseptic character of his manipu- 
lations, then, if the patient’s condition permits, the abdominal cavity 
should be thoroughly cleansed, after which drainage had better be 
employed through the lower angle of the wound or the vagina. If, 
however, the patient’s strength will not allow such prolongation of the 
operation, the cleaning of the abdominal cavity may be shortened or 
even omitted, and a large Mikulicz drain may be introduced. . 

In arriving at a proper conclusion whether or not a case of this 
variety will still be able to stand operation, the presence of great rest- 
lessness is a symptom of very considerable importance, as it frequently 
means impending death, and, therefore, might directly contradict 
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interference. Discrimination should also be used in differentiating, if pos- 
sible, between recurrent temporary swoonings and profound progressive 
collapse, while it is to be remembered that the shorter the time between 
the beginning of the attacks and profound collapse the more urgent the 
necessity for immediate action. 

In the class of less acute cases, in which the collapse is not so extreme 
and the patient begins to respond to stimulation, it becomes of the 
’ greatest importance, by inquiring into the history, to endeavor to dif- 
ferentiate between tubal rupture and tubal abortion, and under these 
circumstances it may be proper to defer operation for a few hours or 
even for a longer time. 

Further careful observation will probably shed more light on the 
diagnosis between the two above-mentioned conditions. It should be 
borne in mind that repeated attacks usually mean rupture. 

When the time of hemorrhage in the free cavity is more remote and 
the patient has rallied from the initial shock with a so-called abdominal 
hzmatocele, operation is unnecessary unless the disease is not removed 
by nature. In these cases, at the first sign of sepsis, operation is de- 
manded ; and, barring contraindications, vaginal section is the operation 
of election. 

Acute early ruptures with free primary abdominal hemorrhage should 
always be operated upon by the abdominal route. 

353 LASALLE AVENUE. ' 


THE THERAPEUTIC VALUE OF HYDROBROMATE OF 
SCOPOLAMINE IN PLASTIC IRITIS. 


By CuHar es A. OLIVER, A.M., M.D., 
ONE OF THE ATTENDING SURGEONS TO THE WILLS EYE HOSPITAL; ONE OF THE OPHTHALMIC 
SURGEONS TO THE PHILADELPHIA AND PRESBYTERIAN HOSPITALS; HONORARY 
MEMBER OF THE DETROIT ACADEMY OF MEDICINE, ETC. 

Tue findings in this brief paper, which are but a few of a series of © 
results that represent nearly two and one-half years’ careful clinical re- 
search with this drug, are limited to a study of its therapeutic action 
upon this form of special ocular disease. These have been published 
separately because it has been found that in this class of cases the drug 
proved itself as one of the most efficacious and one of the most valuable 
agents that has been employed for quick mydriatic purposes and prompt 
reparative action. Both the private and public practices of the writer 
have been freely drawn upon to study the different effects of the drug, 
and quite a number of cases, especially the private ones, which, without 
exception, have been personally studied in every detail, have been 
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submitted to varying modes of administration, until now, after a most 
extended experience, the results as given below are unhesitatingly 
offered. 

Not endeavoring in this communication to solve the problem as to the 
absolute identity of the drug, either in its isomeric relations, as has been 
attempted by some, or to the question of its being but an admixture of 
the two bases hyoscine and atropine, as has been done by Lewin,' or even 
as yet to compare its physiological workings,’ which are said by others to 
be identical*® with other alkaloid products in the tropine series, the 
writer has here sought only to determine its relative workings upon 
inflamed iris-tissues, especially in the incipiency of the disturbance and 
when the inflammatory reaction has been thoroughly established. 

The writer prefers the hydrobromate salt to the hydrochlorate, as he 
has found the former to be less irritating, and the solution, especially if 
prepared with a small quantity of boric acid, as Murrell* has suggested, 
to remain most certainly free from any fungoid degeneration for greater 
periods of time, even for several weeks.° 

Whilst personally employing the drug the writer has never seen any 
serious general intoxicant effects* even where he has found it necessary, 
on account of slow and difficult endosmosis through the infiltrated 
tissues of the cornea and incomplete action upon the rigid and tense 
structures of the iris, to repeat the instillation several times during the 
course of an hour. He attributes this in a measure not only to the les- 
sened absorption of the drug, but to the care that he takes to have the 
lower lid everted and the lower canaliculus pressed upon while the fluid 
is slowly dropped upon the superior limbus of the cornea. His own 
experience is that it acts much more quickly upon inflamed tissues than 
stronger solutions of atropine, and that in accordance with the experience 
of Raehlmann,'’ Bellarminow,*® and Grossman,’ cocaine primarily em- 
ployed (or, as he has tried in some instances, conjointly) markedly 
increases the promptness of one of the most important desired-for results, 
the breakage of freshly formed synechia. 

In the great majority of cases the best and most decided results were 


1 Deutsche medicinische Wochenschrift, 25 April, 1895, 8. 269. 

2 The writer expects to engage himself in a series of experimental studies that are intended 
to place the drugs duboisine and hyoscine in the same relation with atropine as these experi- - 
ments with scopolamine. He also intends to make investigations as to the actions of definitely 
graded mixtures of the drugs with atropine. 

8 Peters: Centralblatt fiir praktische Augenheilkunde, 1893, S. 500. 

4 Annals of Ophthalmology and Otology, October, 1895. 

5 In private work, where everything is under personal supervision, the writer has preferred 
to make repeatedly fresh solutions of all such drugs. 

6 In many neurasthenic subjects, especially women, the drug used in the amounts here 
given for refractive purposes produces a giddiness of a few minutes’ duration. The most refresh- 
ing somnolence is frequently obtained whilst the patients are wetting for the drug to obtain 
its maximum effect upon the ciliary muscle. 

7 Klinische Monatsblatter fiir Augenheilkunde, February, 1893. 

8 Vrach, 17, 18938. ® Gazette médicale Sciences de Bordeaux, 17 Mars, 1895. 
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obtained by a double instillation of a one-tenth of a 1 per cent. solution 
at a minute or two interval, rather than by a single instillation of one 
drop of a one-to-five hundred solution (7. e., one-fifth of a1 per cent. 
strength). In each instance the dose employed wa; the same; but in the 
former plan, where it was divided into two administrations, the amount 
received by the organ was most certainly greater, as was proved by the 
result. 

In regard to its slight anesthetic qualities upon the cornea, referred to 
by Gutmann,' the writer cannot give answer affirmatively or negatively, 
as his cases presented so many types of irritation and inflammation that 
no dependence could be paid to this one of the most uncertain subjective 
findings ; to him the subject still remains subjudice. 

As to the certainty of its effect upon intraocular tension as clinically 
studied by Grossman,’ Hobbs,’ Ritchie,‘ and others,° the writer, as pre- 
viously hinted, is engaged in determining this question in another and 
more scientific way. He can, however here assert that he has never had 
any untoward symptoms or seen any bad results from such a cause in all 
of the cases in which he has employed the drug. 

Its great cost,° unfortunately, has prevented its more frequent use in 
the writér’s public practice,’ and thus debarred him from prescribing it 
as a house-remedy in such cases; but this factor will be necessarily ex- 
cluded if there should be an increased demand for the drug. 

In regard to the permanency of its effects, repeated examination has, 
in the writer’s experience, verified the opinion that although it accom- 
plishes primarily more than is done by four to five times® the strength of 
sulphate of atropine in cases that are seen early and during the incip- 
iency of the attack, yet the atropine seems to hold on to its effects for 
much longer periods of time, thus necessitating the alternate use of the 
two drugs in gradually lessening amounts and greater intervals after the 
scopolamine has attained its utmost primary action. 

Conciusions. 1. Hydrobromate of scopolamine is of the greatest 
value in the local treatment of the various forms of plastic iritis. 

2. The primary reparative action and quieting power of hydrobro- 
mate of scopalamine as compared with those of similar doses of sulphate 
of atropine in the treatment of plastic iritis are much more promptly 
obtained with the former than with the latter drug, this being true in 
the majority of cases even when the latter drug is used in dosages that 


1 Therapeutische Monatshefte, Miirz, 1894, S. 126. 

2 Loco citato. 

8 The Atlanta Medical and Surgical Journal, September, 1894. 

4 The Journal of Ophthalmology, Otology, and Laryngology, January, 1895. 

5 Vide Raehlmann, Illig, Lobassow: Revue générale d’Ophthalmologie, Mars, 1894. 

6 Vide Schtirmayer: Medicinische Neuigkeiten fiir praktische Aerzte, 14 July, 1894. 

7 Seventy-five cents per grain at present writing. 

* Vide Raehlmann (loco citato), and comments by Illig in the Miinchener medicinische 
Wochenschrift, 15 August, 1893, xxxiii. 
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are equal to quadruple or quintuple the strengths that are employed of 
the former drug. 

3. The duration of the healing and soothing powers of hydrobromate 
of scopolamine as compared with those of equal doses of sulphate of 
atropine in cases of plastic iritis does not seem to be so lasting with the 
former as with the latter drug, this being true in the majority of cases 
even when the latter drug is used in four or five times the strength-doses 
as the former. 

4. For quick and active measures, which are so eminently necessary 
in incipient cases of plastic iritis, and during the early stages of inflam- 
matory reaction, hydrobromate of scopolamine is to be preferred to sul- 
phate of atropine. 

5. Where prolonged use of such drugs is necessary, as in many cases 
of the chronic form of the disease with subacute exacerbations, the alter- 
nate employment of hydrobromate of scopolamine and sulphate of atro- 
pine seems empirically to be the best method of local administration 
that has been devised. 

6. As clinically employed, the best salt of the alkaloid seems to be 
the hydrobromate ; the best method of instillation appears to be that 
which is accomplished by dropping the solution upon the upper corneal 
limbus whilst the lower punctum is everted and the corresponding canal- 
iculus is pressed upon; and the most efficient amount to be used at one 
sitting is two drops of a one-tenth of 1 per cent. strength (1 to 500), 
repeated, if necessary, as often as three times during the course of an 
hour, and preceded, when desired, as in some instances where there are 
much irritation and pain, by two drops of a 2 per cent. solution of hydro- 
bromate of cocaine a few minutes before each instillation of the scopo- 
lamine. 


ON THE IDENTITY OF THE CONDITIONS COMMONLY KNOWN 
AS WANDERING RASH OF THE TONGUE AND 
MOELLER’S SUPERFICIAL GLOSSITIS. 


By J. L. GoopALeE, A.M., M.D., 


ASSISTANT PHYSICIAN TO THE CLINIC FOR DISEASES OF THE THROAT IN THE 
MASSACHUSETTS GENERAL HOSPITAL, BOSTON. 


Synonyms. Pityriasis lingue (Rayer, Vogel, Betz). Lichenoide lingual 
(Vanlair). Jntertrigo lingue (Santlus). Etat tigré de la langue (Bridou). Etat 
lichenéide de la langue (Gubler). Langue géographique (Bergeron). Wandering 
rash (Barker, Butlin). Syphilis desquamative de la langue (Parrot). Fliichtige 
gutartige Plaques der Zungenschleimhaut (Caspary). Desquamation épithéliale 
de la langue (Gautier). Glossite exfoliatrice marginée (Fournier, Lemonnier). 
Kreisfleckige Exfoliation der Zunge (Unna). Eczema en aires ou marginée 
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desquamatif (Besnier). Oberflaichliche Exkoriationen an der Zunge (Hack). Cir- 
cinate Eruption of the Tongue (Colcott-Fox) E:zemade la langue (de Molénes). 
Chronische Exkoriationen an der Zunge (Moeller). Moellersche Glossitis Super- 
jicialis (Michelson). 


Tae affection known to English medical writers under the terms wan- 
dering rash of the tongue or geographical tongue is sufficiently com- 
mon to be familiar to most physicians in charge of large outpatient 
clinics where the examination of the tongue is a matter of routine. 
Although, as indicated by its synonyms, it has been frequently described, 
yet its etiology remains conjectural and its relation to various morbid 
conditions uncertain, while information regarding its pathological anat- 
omy is meagre and incomplete. 

Another lingual condition known hitherto apparently only to German 
observers under the name of Moeller’s superficial glossitis, and generally 
considered by them distinct from the preceding, is even more imperfectly 
understood. 

Outside of the country where it was first described it seems to have 
attracted no notice from clinicians. 

The object of the following paper is to present the clinical and path- 
ological features of several cases illustrating these conditions in connec- 
tion with a review of their literature. The patients came under my 
observation in the Clinic for Diseases of the Throat at the Massachu- 
setts General Hospital. From five of them small portions of the mor- 
bid areas were painlessly removed under cocaine, an operation to which 
the patients submitted willingly and with interest. The histological 
work was done in the pathological laboratory of the Harvard Medical 
School under the supervision of Dr. Councilman, to whom and to Dr. 
Mallory I desire to express my thanks for much kindly interest and 
advice. 


CasE I.—L. G., female, single, aged twenty-one years, American, 
came, April 25, 1895, to the clinic for an atrophic rhinitis, exhibiting 
also moderate anemia and poor nutrition, but otherwise no discoverable 
abnormality. On May 24th the patient returned and presented a striking 
alteration of the tongue, which she had noticed for the first time a few 
days previously. A short distance anterior to the circumvallate papille 
were two red, more or less oval areas, one on each side of the middle 
line of the dorsum, measuring, respectively, 1.5 by 2 cm. and 2 by 4 
em.; the surface of each being smooth, clean, and devoid of any trace of 
filiform papillz, though the fungiform remained ; each area was for half 
its circumference abruptly bordered by a slightly but sharply elevated 
whitish wall about 2 mm. in diameter, easily removable by scraping, 
by which there was disclosed underlying it and corresponding to it a 
smooth, vivid red, but not bleeding surface. For the remainder of its 
circumference each of the red areas was indistinctly limited, becoming 
gradually merged into normal tissue by a reappearance and progressive 
increase in size of the filiform papille. 


GOODALE: WANDERING RASH OF THE TONGUE. 6547 


Anteriorly on the dorsum were two smaller areas similar to the pre- 
ceding, except for a greater predominance of the fungiform papille, 
a condition naturally to be expected from the anatomical structure of 
the part. On May 28th the two anterior areas had disappeared and 
the two posterior ones were rapidly returning to a normal appearance, 
the whitish border being no longer visible, and the desquamated regions 
showing a renewed growth of filiform papille. 

By June 10th the tongue had resumed its customary look. 

On August 2d a small area of desquamation similar in characteristics 
to the preceding appeared on the dorsum, and in two days attained the 
size of a ten-cent piece. This was followed in a week by another, and a 
week later by still a third, which rapidly enlarged, covering in a few 
days the whole posterior half of the dorsum anterior to the circumvallate 
papille, at which time the first patch had disappeared and the second 
one was rapidly resuming a normal appearance. 

On September ist the tongue would not have attracted attention 
except for a slight general reddening posteriorly, suggesting that the 
epithelium was thinner than elsewhere. 

On September 12th a new outbreak occurred which was observed from 
its incipiency. On the dorsum there appeared a circular whitened area 
about 2 mm. in diameter, slightly elevated, showing on close examina- 
tion a swelling and whitening of the filiform papille. In twenty-four 
hours this had doubled its extent and exfoliated in the centre, leaving a 
bright-red smooth surface with an elevated narrow, whitish border. In 
twenty-four hours this border for half its circumference had disappeared, 
but its remaining half continued to enlarge and in its subsequent history 
repeated the phenomena of its predecessors. 

There were practically no subjective symptoms referable to the tongue. 

No evidence was obtainable of syphilitic, tubercular, or rheumatic 
disease in the patient or in her family. 

Pathological anatomy. In a section taken at right-angles to the ele- 
vated border, thus including normal tissues on the one side and the des- 
quamated area on the other (hardened in Mueller’s fluid, imbedded in 
celloidin, and stained in hematoxylin and eosin), the following conditions 
are evident : Immediately in front of the elevated border and before 
any surface-alterations can be perceived, a narrow, compact wedge of 
polynuclear leucocytes is seen in the superficial layers of the rete 
mucosa, being a direct prolongation of a compact mass of leucocytes 
which occupies the region of the elevated border, infiltrating the epithe- 
lium for its whole extent and dissecting up its superficial layers, ex- 
tending also in a scattering fashion to the deeper layers of the rete 
mucosa. In the infiltrated area the tissue-cells appear swollen, the 
nuclei stain faintly or not at all, while at the elevated border the super- 
ficial epithelial cells are exfoliated in coherent masses. As soon as 
exfoliation has occurred the infiltration subsides, and at a distance of 
two or three millimetres from the elevated border only a few scattering 
leucocytes are met with. The lower three or four layers of epithelial 
cells escape desquamation, but their nuclei stain faintly or not at all. 
At a distance of three to four millimetres from the border a new layer 
of epithelial cells appears with sharply staining nuclei, and from that 
point regeneration of the epithelial covering slowly proceeds. In the 
desquamated areas nothing is left to mark the seat of the filiform 
papillz, except in the case of the larger ones, where a layer or two of 
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intact epithelial cells indicates their former point of attachment. The 
fungiform papille part with their epithelial covering, but otherwise are 
left 

Case II.—A. B., female, married, aged forty-nine years, Nova Sco- 
tian. On October 12, 1895, patient came for soreness of tongue with 
neuralgic pains, excited by hot or irritating food, coming on five months 
ago and increasing since, although varying in intensity, aggravated by 
irritating ingesta, and attended by the presence of whitish lines and raw 
patches on the tongue. The appearance and history of the patient indi- 
cated chronic invalidism of a dyspeptic and uterine type, with frequent 
pains in back, apparently of a rheumatic nature. Nutrition and color 
were fairly good. On the dorsum of the tongue, just in front of the cir- 
cumvallate papille, were two conspicuous areas, reddened and smooth, 
containing reddened fungiform papill, but denuded of filiform papill 
except for the merest stump-like vestiges. Each area for half its cir- 
cumference was bounded by a narrow, slightly elevated whitish line of 
swollen papille, and for the remaining half of its circumference exhibited 
a gradual transition to normal tissue. With the exception of the preser- 
vation of distinct macroscopic traces of the filiform papillz, the clinical 
picture presented by these areas was entirely similar to those in the 
preceding case. 

Anteriorly on the dorsum the left side was occupied by a sharply de- 
fined area of an elongated oval shape, distinguished from the neighbor- 
ing nprmal tissue by its redder coloration, by the presence of numerous 
irregular furrows and wrinkles, and by an alteration in both forms of 
papille, the filiform appearing shortened, thickened, and reddened, the 
fungiform also nt: and symmetrically increased in size. Travers- 
ing this area, generally at right-angles to its long diameter, were several 
irregularly curved whitish lines, seen on close inspection to consist of 
one or two rows of markedly enlarged papille, each papilla covered by 
a thin whitish layer, removable by gentle scraping. Immediately behind 
the concavity of each curved line the papille appeared more swollen and 
more brightly reddened than those adjoining the convexity, suggesting 
very directly that the process travelled in the direction of the convexity. 

In the course of the next two months repeated examinations showed a 
gradual shifting in position of the whitish lines with their attendant 
papillary changes. As previously noted, the more delicate filiform 
papille in the posterior half of the dorsum were stripped for nearly half 
their whole length, while the stouter ones nearer the tip lost only their 
upper portions, preserving very distinctly broadened and reddened 
stump-like bases. 

Examination of two specimens excised from the anterior portions of 
the dorsum showed similar appearances. 

The alterations forming the macroscopic margin of the process consist 
in a sharply circumscribed compact aggregation of polynuclear leuco- 
cytes in the upper layers of the rete mucosa, exhibiting a progress in the 


direction of normal tissue as a narrow cuneiform prolongation beneath 
the epithelium ; the infiltration at the seat of its greatest intensity being 
attended by a separation and exfoliation of the epithelial cells, so that 
leucocytes are seen escaping from the denuded surface of the rete mucosa. 
At the same time the tissue-cells of the affected area appear swollen and 
stand apart, with intervening deficiencies suggesting an exudate, while 
their nuclei stain faintly. Behind the point of exfoliation the infiltration 
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rapidly subsides and the tissue-cells resume their customary appearance, 
while the macroscopically reddened surface is seen to have retained only 
the lower two or three layers of its epithelial cells, The leucocytes are 
seen to occur in a scattering fashion as far as the submucosa. 

Case III.—M. H.., female, married, aged thirty-seven years, American. 
Previous history negative except for a right facial paralysis of eight 
years’ standing, of uncertain origin. 

In October, 1894, patient came to clinic for acute pronounced swelling 
of both submaxillary glands, of four days’ duration, attended by head- 
ache, malaise, moderate fever, backache, and by a general soreness of the 
tongue. 

Destesion showed both submaxillary glands swollen fo hen’s-egg 
size, and slightly tender. The dorsum of the tongue showed along sides 
and near the tip numerous irregularly curved lines one to two milli- 
metres in diameter, slightly elevated, whitish-yellow, forming the boun- 
dary between normal tissue and reddened areas superficially denuded 
of epithelium, with enlarged fungiform papille and shortened, broad- 
ened filiform papille. Along the sides of the dorsum and near the tip 
were numerous irregular fissures two to three millimetres in depth, 
bearing no distinct relation to the white lines. 

In the course of a week the glandular swelling and constitutional 
symptoms diminished, while on the tongue a subsidence of the process 
was evident, the whitish lines becoming less prominent, many disappear- 
ing ; the areas of swollen papillze also decreasing in extent. A distinct 
but slow shifting of these lines was evident. In the course of a month 
the glandular swelling had disappeared, the lingual epithelium in gen- 
eral was of normal color, but showed on close examination along the 
sides of the dorsum and near the tip several curved, whitish, narrow, 
scarcely elevated lines, seemingly below the superficial layer of epithe- 
lium, exhibiting a scarcely perceptible movement from day to day (ap- 
proximately one or two millimetres per week), while in the rear of their 
line of march both forms of papillze were slightly larger than elsewhere. 

The tongue remained in this quiescent state until July, 1895, when an 
exacerbation induced the patient to return to the throat-clinic. For 
several months she had been receiving iodide of potassium on the sup- 
position that the facial paralysis was of syphilitic origin. At this time 
there were numerous whitish lines distinctly elevated, with a noticeable 
increase in extent and intensity of the papillary swelling adjoining their 
concavities. Scattered in the midst of normal tissue were several indi- 
vidually enlarged and whitened papille. Moderate soreness of the 
denuded areas was present, but constitutional symptoms and submaxil- 
lary swelling were absent. 

From this time until December, 1895, the patient continued under 
frequent observations, experiencing at intervals exacerbations of the 
affection, each lasting from several days to a week, and characterized by 
the whitish lines becoming more prominent, as well as more numerous, 
and shifting their position with greater rapidity. Except for the occa- 
sion above noted, the discrete, whitened, swollen papille did not attract 
attention and must have resumed a normal appearance within a week. 

Pathological anatomy. Examination of a section taken during an 
exacerbation through one of the lines of whitened, enlarged papille 
showed appearances in all respects identical with those of Case IL., 
the upper layers of the rete mucosa being at this point the seat of an 
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infiltration of leucocytes, attended by swelling of the tissue-cells and 
edema, leading to softening and exfoliation of the epithelium. 

Case IV.—A. V., male, a; twenty-five years, single, clerk, Amer- 
ican, came to the clinic October 22, 1895, complaining of sore throat of 
a few days’ duration. Previous history was negative, except for several 
mild attacks of acute articular rheumatism. Admitted venereal expo- 
sure, but gave no evidence of syphilis. Tongue always subject to pecu- 
liar alterations in appearance without subjective symptoms until eight 
months ago, since which time it has occasionally been sore. Family 
history was negative except for a first-cousin, a married woman of thirty- 
five years, who was stated to have a similar condition of the tongue. 

Examination showed fairly good development and nutrition ; moder- 
ate pallor. Tongue in general of normal color; its dorsum irregularly 
traversed along the sides and tip by numerous wrinkles and clefts, these 
regions being also the seat of whitish semilunar lines from one to two 
centimetres in length, of enlarged filiform and fungiform papille ; their 
concavities contiguous to areas in which the clefts are increased in num- 
ber and depth. In these areas the papille are reddened and enlarged, 
with a roughened surface, apparently denuded of epithelium, this con- 
dition in the space of one centimetre or so undergoing a gradual transi- 
tion to areas but slightly cleft and possessing papille of normal color 
and smoothness, see | somewhat enlarged. In all essential details 
the clinical picture was that frequently presented by Case IT. 
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Case IV. 


Frequent observations during the next three months showed a travel- 
ling of these white lines over the dorsum at the average rate of one or 
two millimetres a day. The changes in position were in general irregular 
and without definite rule, although at times a certain degree of parallel- 
ism was apparent, each line being separated by intervals of two or three 
centimetres from its successor. 

At times areas similar to those of Case I. appeared on the dorsum 
posteriorly, travelling with rapidity and exhibiting a nearly complete 
denudation of the delicate filiform papille of that region. The identity of 
this condition with that existing anteriorly was occasionally demonstrated 
by the transition in unbroken continuity of the one to the other; the 
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bright red, smooth, unwrinkled areas posteriorly, with their minute vesti- 
ges of the filiform papille and reddened, but otherwise macroscopically 
unaltered fungiform papillz joining by almost imperceptible degrees to 
the wrinkled anterior areas with their pronounced papillary enlargement. 

Microscopical examination was made of two pieces of affected tissue 
removed at different times, both being from the dorsum near the side 
and about three centimetres back from the tip. As seen by the ac- 
companying drawing of a section, the appearances were identical with 
those of the two preceding cases. The superficial layers of the rete 
mucosa at b are the seat of an infiltration of leucocytes, attended by 
cedema, necrosis of the tissue-cells, and exfoliation of the epithelium ; 
the process has just left the papilla at c, nearly denuding it of epithe- 
lium, and is travelling in the direction of the as yet normal tissue at a. 

Case V.—F. C. G., male, aged thirty years, married, piano-tuner, 
American, came in December, 1895, for post-nasal catarrh, and presented 
a tongue with red areas and swollen papill, similar to the preceding. 
The duration could not be ascertained as the patient was not conscious 
of any abnormality in the organ. The family history was negative. 
Patient admitted syphilitic infection ten years ago, with secondary symp- 
toms. There was no history of rheumatic trouble. 

A section through an affected area showed microscopical appearances 
like those of the three preceding cases. 

Case VI.—G. H. D., aged fifty-four years, male, canemaker, came to 
the clinic for scabbing from recent perforation of nasal septum, prob- 
ably of a simple nature. No history of syphilis or rheumatism. Dura- 
tion of tongue-trouble uncertain, the organ giving no subjective symptoms. 
Family history was negative. Examination showed fairly good develop- 
ment and nutrition. Tongue seemed large for mouth, and presented a 
dorsum everywhere, but particularly at the sides and tip, covered with 
deep irregular furrows and clefts, producing conspicuous deformity. 
The sides and bases of these depressions showed, when spread apart, 
small flattened papille of both forms, evidently a pressure-atrophy, 
while the free surface of the intervening ridges possessed po he 
enlarged papille. 

Along the sides of the dorsum and extending for about a centimetre 
or two onto the under surface were irregular, more or less semilunar 
lines, one to two millimetres in diameter, consisting of whitened, thick- 
ened epithelium, forming the boundary between normal or apparently 
normal tissue and wires, Ba reddened areas, which in the papillary 
regions consisted of enlarged, reddened filiform and fungiform papille, 
and on the under side of a reddened, finely granular surface of dimin- 
ished lustre and translucence. 

Sections from this case were unfortunately not made, but no doubt 
could exist as to the identity of its nature with the preceding. It is 
presented from its exhibiting a stage of the affection in which the process 
has involved the dorsum in much permanent disfigurement and extended 
its seat to the under surface. 


In addition to these cases, seven others observed by the writer repre- 
sented the following ages: 11 months, 3 years, 10, 20, 29, 29, and 34 
years. The younger patients were examples of the appearances de- 
scribed under Case I., while the older ones were more or less well- 
developed instances of the later forms of Cases II., III., I[V., and V. 
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A study of the preceding cases leads very directly to the conclusion 
that their pathological anatomy consists in an acute inflammation of the 
upper portion of the rete mucosa, attended by necrosis and desquamation 
of the superficial epithelium, the process tending to repeat itself, and 
leading, in proportion to the frequency of its recurrence, to a perma- 
nent hypertrophy of the affected tissues. 

The appearances necessarily vary according to the natural and acquired 
characteristics of the structures involved. Thus small and delicate fili- 
form papille composed of few epithelial elements readily necrose in 
their entirety, leaving no trace of their former site. Such are the areas 
seen in the case of children and young adults. With advancing age 
these papille acquire a stouter constitution, with more numerous and 
better nourished cells; hence their exfoliation is incomplete, the lower 
central portions persisting as distinct vestiges. This condition, in virtue 
of frequently recurring inflammatory changes, passes by a gradual tran- 
sition to the stage of permanent enlargement. As shown by Case IV., 
a tongue may present nearly complete temporary stripping of filiform 
papillz in its posterior central portions, a region comparatively seldom 
invaded by the process, side by side with and passing into pronounced 
papillary hypertrophy at the favorite points of localization anteriorly 
and laterally. 

In the fungiform papille the alterations induced by the process differ 
only in virtue of the different structure of the papille, and do not require 
detailed consideration. The transitory alterations of the first stage pass 
eventually by imperceptible gradations to permanent enlargement con- 
sequent upon hypertrophy of the mucous membrane. 

The wrinkles, furrows, and clefts of the advanced cases are the natural 
result of an enlargement of the mucous membrane without proportionate 
enlargement of the underlying tissue. 

The symptomatology is that of a mucous membrane deprived of a 
certain portion of its epithelial covering. While in general the exposure 
of the sensitive nerve-terminals is insufficient to excite subjective symp- 
toms during the performance of the ordinary functions of the organ, yet 
soreness is more readily excited over the exfoliated areas than elsewhere. 
This was shown experimentally by gentle curetting. With the excep- 
tion noted in Case II., symptoms suggesting intrinsic nervous disturb- 
ance, such as neuralgic pain, itching, paralysis, atrophy, salivation, or 
changes in sensibility and taste, were absent in all cases. 

Although both the clinical history and pathological anatomy of the 
cases seemed to indicate a parasitic origin, yet the attempts to discover 
a specific organism have been thus far unsuccessful. The usual surface- 
bacteria seemed perhaps unusually plentiful. Sections were stained in 
hematoxylin, in Liffler’s alkaline methylene-blue, in carbol-fuchsin, as 
if for tubercle-bacilli, and by the method of Gram-Giinther. The 
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examinations were sufficiently numerous and careful to warrant the state- 
ment that the disease is not produced by a bacterium demonstrable by 
the ordinary methods of staining. 

In view of the possible presence of protozoa, scrapings were exam- 
ined from the surface, both stained and in the fresh state, but with neg- 
ative result. 

There was no constant association of morbid conditions to be noted. 
Rheumatic symptoms had been present in but two cases. Syphilis was 
present in two cases, uncertain in five, and almost certainly absent in 
five. Tuberculosis was noted but once. Gastric derangements were 
present in nine cases, and absolutely denied in three. Local irritation 
from carious teeth was present in one case. Submaxillary glandular 
enlargement was absent in all cases, except for the acute adenitis of 
Case III., which could hardly have been secondary to the epithelial 
lesions on the tongue. The occurrence of similar conditions in near 
relatives was stated to exist in five cases. It was interesting to note that 
the child of eleven months, with lesions like those in Case I., was the 
son of a man twenty-nine years of age, who presented appearances sim- 
ilar to those of Cases IT., III., IV., and V. 

Treatment of the cases was faithfully practised according to methods 
advocated by different writers, but in no case could any improvement 
be fairly attributed to the measures employed. In four cases mercury 
and iodide of potassium, singly and together, were given for some months 
without effect. Treatment by salicylates and citrates, with restricted 
diet, was equally ineffectual. Irritant applications, such as chromic acid, 
produced usually a fresh outbreak of the lesions. 

No bibliographical review of the conditions under consideration exists 
in English, while only incomplete summaries have appeared in French 
and German. Much of the confusion and diversity of opinion which 
an examination of the literature reveals is attributable to the tendency 
of most writers to theorize on purely clinical grounds in the absence of 
pathological data. In fact, out of the twenty or more authors who have 
published monographs or reports, only four appear to have made a 
microscopical examination of the affected tissues. 

In 1831 Rayer, in France, described under the name pityriasis of the 
tongue a lingual affection characterized by epithelial desquamation and 
consequent formation of red areas, situated chiefly at the base of the 
organ, and attended by burning and other disagreeable sensations. The 
clinical details are, however, insufficient to determine with precision just 
what affection the author had before him. 

In 1851 Moeller, in Germany, published an account of a new affection 
which he called simply chronic excoriations of the tongue, character- 
ized by sharply circumscribed red spots, above which the epithelium is 
thinned or wanting. At the same time the papille are hyperemic, 
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swollen and thickened, and stand out prominently above the surface. 
Their seat is particularly the region of the tip and sides, where a severe 
burning sensation is experienced, preventing the ingestion of even the 
mildest foods. The condition occurred in six women, of whom five 
had tapeworm. 

In 1853 Betz called attention to an affection similar to that of Moel- 
ler, but distinct in that it occurred in five children from four weeks to 
eight years of age, was characterized by red spots on the dorsum, with 
acute course repeatedly recurring, exhibiting a desquamation of the 
filiform papille, but preservation of the fungiform, and not attended by 
subjective symptoms. He considers the process to be ushered in by a 
hyperemia of the filiform papille without any ulceration, and prefers 
the name pityriasis lingwe to chronic excoriation. 

In 1854 Santlus described a lingual affection in a child of two years, 
which was characterized by a white coating gradually increasing for a 
period of four to ten days, then becoming membranaceous, cracking 
superficially and peeling off in shreds, as a result of which the tongue 
assumed the appearance of a geographical map. In a few days the 
tongue became of normal appearance, only to be attacked afresh. Sali- 
vation accompanied the exacerbations. The process first appeared two 
weeks after birth. Santlus considered this a histological manifestation 
rather than a distinct morbid process, to be explained on the theory of 
a moulting. 

In 1864 Bergeron noted the occurrence, especially in children, of 
areas on the tongue denuded of epithelium, sharply differentiated by 
their red color from their surroundings and presenting the appearance 
of a ‘‘ geographical map.” He appears to associate with the above 
another condition of irregular epithelial thickening, the nature of which 
is obscure. 

In 1869 Gubler gave a careful description of a condition under the 
name of “ état lichenoide,” in which small, whitish patches arose on the 
dorsum of the tongue, proceeded to enlarge and become centrally de- 
nuded, thus resulting in the formation of a red spot with a yellowish- 
white, slightly elevated margin. Dyspepsia and constitutional weakness 
were associated conditions. Heredity seemed to play a part. The author 
suggests the possible presence of a specific parasite. 

In 1872 Bridou described as well marked and idiopathic a lingual 
disease ushered in by a slight epithelial thickening anteriorly which 
exfoliates, leaving small round red spots covered with enlarged papille, 
surrounded partially by a white semilunar margin. The desquamated 
areas rapidly heal, only to be attacked afresh. The disease began in 
early childhood, and was generally associated with anemia and gastric 
disturbance, but had no special connection with dentition. The author 
considers this affection identical with that described by Bergeron and 
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Gubler, but, on the other hand, distinct from the pityriasis lingue of 
Rayer. He proposes the name “ état tigré.” 

In 1880 Bohn mentioned the occurrence of the geographical tongue, 
without presenting any new facts. 

In 1880 there also appeared an elaborate monograph by Vanlair on 
Lichenoide lingual, described as occurring in persons of all ages (one a 
woman of seventy), characterized at the beginning by a diffuse growth 
of the lingual epithelium, which becomes whitish and soon desquamates, 
forming roundish red spots surrounded by a compact, narrow, whitish 
margin. The surface of the red areas was stripped of filiform papillee ; 
but, on the other hand, the fungiform appeared enlarged and increased 
in number. The process was limited to the dorsum, except in one case, 
where it extended to the under surface. Vanlair considered the disease 
to consist in a subacute inflammation of the papille. In the case of 
the filiform papillz the inflammatory enlargement produces, according 
to him, compression of the parenchyma, and more or less complete atrophy 
results. Since the fungiform papille are affected only in their cortical 
layer, the atrophic process is consequently much less marked. He terms 
the affection stamino-papillitis atrophicans. 

In 1880 Caspary described an affection similar to the above, without, 
however, knowing the French literature. While he found it generally 
a benign disease of youth, in one instance it appeared sufficiently seri- 
ous, being associated with and apparently the cause of much local sore- 
ness, wrinkling and deep fissuring of the organ, with an extension of 
the process to the under surface. No constant association with any 
morbid condition was noted. 

The first English account was a report by Barker, in 1880, of several 
cases occurring in weak children with a tendency to eczema. Itching 
and salivation were noted once. The type of the affection was that 
described by Vanlair. The author considered the cause probably the 
reflex manifestation of a nervous affection. 

In 1881 Parrot expressed the belief, as the result of his statistics, 
that this disease was a manifestation of syphilis. He was the first to 
describe the histological appearances. In sections he found a thickening 
of the epithelium, an increase in volume of the cells of the corium 
and also the Malpighian body, which was also the seat of an active cell- 
proliferation. In the papillz and subjacent portions of the derma was 
a great number of lymphoid bodies, singly and in groups. Parrot regards 
the derma as the primary and chief seat of the disease, the superficjal 
appearances resulting secondarily. 

In 1881 Unna described the disease as exhibiting three stages of de- 
velopment : 

1. Scattered patches of simple exfoliation from epithelial swelling and 
loosening. 
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2. Red areas of varying shapes, with white elevated margin. 

3. A deeper desquamation, giving a terraced appearance, found in 
two cases. 

He considers the affection as purely epithelial in seat, the rete mucosa 
never being affected. Syphilis played no part, but probably there was 
some connection with gastric disorders. All of his fourteen cases were 
young adults. He distinguishes the disease from those exfoliations of 
the lingual epithelium occupying large areas, often painful, generally 
transient, not recurring in the same place, and showing by their course 
that they owe their existence to a wholly irregular exfoliative process, 
oceurring generally at the close of digestive disturbances. His cases 
of geographical tongue were associated with a desquamative condition 
of the palms and soles. He considers that these regions exhibit a pecu- 
liar preference for this superficial desquamation, although it is possible 
that the thick epithelial covering of the dorsum of the tongue and of 
the palms and soles may permit the perception of a condition not appar- 
ent on thinner surfaces, although actually occurring there as well. Fur- 
thermore, these regions, being richer in nerve-endings than others, may 
more readily experience disorders of nutrition. 

In 1881 Gautier described as follows three types of epithelial desqua- 
mation of the tongue, based on his own observations and those already 
published : 

1. A sharply margined form showing no especial ‘thickening of the 
margin, and only slight increase in size. 

2. A festooned variety with thickened serpiginous margin, rapidly 
changing in size and location. 

3. The chronic excoriation of Moeller. 

In 1882 Hack confirmed to a certain extent the observations of Gau- 
tier, and insisted on the influence of heredity in the production of the 
geographical tongue. 

In 1883 Lemonnier published an excellent account of what he termed 
glossite exfoliatrice marginée, notable also from containing the second ob- 
servation regarding the pathological anatomy. He found in the lingual 
papille and in the underlying portions of the derma around the vessels 
a great number of lymphoid corpuscles disseminated or in more or less 
compact groups. 

In 1884 Colcott-Fox reported cases of wandering rash in children, 
but presented nothing new. 

In 1885 Kaposi described as follows, under the name of glossodynia 
exfoliativa, three types of desquamative diseases of the tongue, attended 
with severe neuralgic pains, occurring chiefly in women of middle age : 

1. A faceted desquamation situated along the margin of the tongue. 

2. A*minute red‘dotting of the dorsum in consequence of incomplete 
covering of the papille. 
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3. Sharply margined bald areas, the typical picture of geographical 
tongue. 

In 1885 Butlin, after an excellent clinical account of wandering rash, 
probably expressed the accepted English views in saying: ‘‘ And in so 
far as the disease is scarcely ever observed in adults or even in children 
over six or seven years old, the probability is strong that it undergoes 
spontaneous cure, for the only alternative would be that all the children 
who are affected with it die. . . . I have never seen this serious 
final stage (drawn by Caspary) nor have met with any other confirmation 
of it than appeared in the presence of several furrows and fissures along 
the borders of the tongue of a child who suffered from that disease.” 

Clinical reports appeared in 1885 by de Molénes on Desquamation en 
aires de la langue; in 1887 by Kinnier on a Cireinate Eruption of the 
Tongue in Two Children ; by Guinon on La desquamation épithéliale chez 
les enfants ; by Hartzell on Transient Benign Plaques of the Tongue; in 
1888 by Mibilli on Sulla esfoliatione della lingua ; in 1889 by Bayet, Sur 
Pexfoliation en aires de la langue. None of these presented any new 
ideas or facts of importance. 

In 1889 Besnier described the affection under the title Eczema en aires 
de la langue, expressing the opinion that a connection existed betweea 
the affection and eczema seborrhoicum. 

In 1889 de Molénes elaborated this view, terming the affection 
‘* eczema of the tongue,” and considering it to be a manifestation of 
the arthritic diathesis, similar in its etiology and nature to eczema of 
the skin. This opinion is supported by him on purely clinical grounds, 
no pathological evidence being produced. The author expresses his 
doubt as to the correctness of Lemonnier’s histological examination 
above noted. 

In 1890 Michelson reported three cases of the long-neglected condi- 
tion described by Moeller, and renamed it Moeller’s superficial glossitis. 
All three cases occurred in individuals who had become run down and 
were suffering from gastric disorders. In two instances tapeworm was 
found, but in the third was positively absent. Diminution in taste over 
the healthy as well as over the affected areas was present in two cases. 
The clinical appearances coincided with Moeller’s description, with the 
addition of the following phenomena: In one case reddened areas were 
present also on the under surface of the tongue, on the soft palate, and 
on the mucous membrane of the cheeks and under lip; in another case 
an eruption of discrete, whitish, opaque nodules of pinhead size occurred 
and rapidly disappeared again, leaving no traces. He considers the affec- 
tion distinct from the lingua geographica in virtue of its occurrence only 
in adults, the absence of the whitish border, and the greater degree of 
permanence shown by the areas of swollen papille. A section taken 
from the under surface near the tip, through one of the;whitishZnodules 
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of pinhead size above described, gave the following appearances: The 
tunica propria and the upper portions of the submucous tissue were pene- 
trated by a small-celled infiltration. The centre of the specimen cor- 
responding macroscopically to the nodule contained a more compact 
aggregation of cells, separated by a line of demarcation from its sur- 
roundings. The epithelial covering above this collection of cells was 
entirely absent. The epithelium was thinned over the remainder of the 
inflamed area, most markedly in the central portions, while a gradual 
increase in thickness took place toward the periphery. A search for 
bacteria in the sections by the Gram-Giinther and Weigert methods was 
unsuccessful. 

Forchheimer, in 1891, wrote that wandering rash is essentially a 
children’s affection; ‘‘ further observations will have to be recorded 
before we can decide whether it extends into adult life.” He notes, 
however, the case of a lady, twenty-four years old, in whom the process 
began at five, but does not state whether any changes in the appear- 
ances had occurred with advancing years. 

Schech briefly repeated in 1892 the German accounts of geographical 
tongue and of Moeller’s superficial glossitis, following Michelson in con- 
sidering them distinct affections. 

In 1892 Spehlman reported a series of cases of geographical tongue 
with an account of the histological appearances, and adding a review of 
the literature of the subject.’ He does not discuss the relationship of 
the disease to the affection of Moeller. Of his twenty-two cases, all but 
two were under nine years of age. Subjective symptoms and furrowing 
of the tongue were absent. Sections showed that at those places cor- 
responding macroscopically to the epithelial desquamation the corium 
was totally wanting. These places were still seen to be the seat of an 
active process of desquamation, and were covered by a superficial exu- 
date consisting of coagulated albumin, numerous small lymphoid cells, 
and desquamated, partly disintegrated epithelial cells. The polygonal 
epithelial cells bcneath are markedly swollen, cloudy, and not stained 
with alum-carmine. In-between lie a few lymphoid corpuscles. These 
alterations extend to the deepest epithelial layers, so that at the most three 
or four of the lowest cell-rows of the Malpighian layer remain unaltered. 
At the periphery of the epithelial deficiency, where macroscopically 
the wall-like elevation is very often to be seen, the filiform epithelial 
projections of the papille filiformes are distorted and enlarged, partic- 
ularly in their broad diameter, so that they are in contact with each 
other. At their bases small circumscribed foci of infiltration are visible. 
The fungiform papille lying between the filiform are notably elongated 
at the expense of their broad diameter, and simultaneously compressed 
by the filiform projections of the filiform papillz, situated laterally and 
altered in the manner previously described. In the intact epithelial 
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covering, as well as in the papillary body of the fungiform papill, are 
scattered lymphoid corpuscles. The papillary layer of the papille fili- 
formes is somewhat infiltrated ; in the neighborhood of their capillaries as 
well as in the connective-tissue layer are heapings of lymphoid cells. In 
individual papillz are dilated capillaries filled with red blood-corpuscles, 

Hahn, in 1892, reported a case of Moeller’s superficial glossitis occur- 
ring in a hypochondriacal married woman of twenty-five years, who 
presented the typical lesions as described by Moeller, associated with lin- 
gual pain of a neuralgic character. The affected areas seemed to be in 
proximity to two carious molars, although the removal of the teeth was 
not followed by benefit. The author notes the absence of mention of 
the condition of the teeth in the cases reported by Moeller and Michelson. 
Search for tapeworm was negative. 

From the preceding accounts it may be seen that four types of lingual 
desquamation have been described, namely : 

1. The condition called wandering rash. 

2. The superficial glossitis of Moeller. 

3. The circumscribed bald areas of irregular occurrence and course, 
described by Unna. 

4. Desquamations of various types attended by neuralgia and hyper- 
zsthesia, described by Kaposi as glossodynia exfoliativa. 

In a comprehensive consideration of the phenomena represented by 
these types the question presents itself, What is the relation of the ner- 
vous manifestations both to the macroscopical alterations and also to 
similar nervous symptoms unattended by local lesions? 

Kaposi mentions the occurrence of lingual neuralgia with geograph- 
ical tongue, and calls this affection a form of g/ossodynia exfoliativa ; but 
the association has been noted by no other observer. It seems, therefore, 
impossible to avoid the conclusion that their simultaneous occurrence is 
accidental. 

The superficial glossitis of Moeller is represented in literature, so far 
as I am aware, by the records of ten cases, in all of which nervous 
symptoms were present. Nine of them were women of or near middle 
age, a class of individuals peculiarly liable to lingual neuralgia and 
hyperesthesia. In some instances it is distinctly stated that the pain 
did not stand in relation to the lesion as regards seat, and that while 
distress was excited by movements of the tongue and contact with irri- 
tating substances, the locally altered areas were not more sensitive than 
the apparently healthy ones. In view of these facts, and since, thore- 
over, it is possible that a rare painless and comparatively inconspicuous 
alteration of the lingual epithelium could have failed to attract atten- 
tion until by simultaneous occurrence with severe nervous symptoms 
close examination of the organ was demanded, a coincidental association 
of the two conditions in these ten cases seems not impossible, 
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If the possibility be once admitted that the pathology of the conditions 
reported by Moeller, Michelson, and Hahn does not necessarily compre- 
hend a painful derangement of the nerves, it follows obviously that cases 
presenting identical histological and clinical appearances must, although 
unattended by hyperzsthetic symptoms, be considered instances of 
Moeller’s superficial glossitis. 

Reverting now to the cases described by the present writer, it will be 
observed in Cases II. to VI that macroscopic alterations were present 
corresponding to those stated by Moeller to be characteristic of his affec- 
tion. In Case IIL., also, attention should be called to the occurrence of 
whitened, swollen, isolated papille, which were noted and recorded by 
the writer previous to reading Michelson’s account in his second case 
of an eruption of discrete, whitish, opaque nodules of pinhead size, which 
arose and rapidly disappeared again. 

Furthermore, as regards the pathological anatomy, a comparison in 
Cases II. to V. of the histological appearances seen in the sections made 
by the writer with the description of Michelson’s specimen, reveals no 
essential points of discrepancy, both exhibiting an inflammation of the 
superficial layers of the corium, attended by necrosis and exfvliation of 
the superficial epithelial cells. 

The conclusion appears therefore inevitable, in the present state -of 
our knowledge, that the cases numbered II. to V. of the present writer 
cannot be considered as other than instances of Mboeller’s superficial 
glossitis, although the macroscopic lesions representing this condition 
passed at times inseparably into others characteristic of wandering rash. 
If, as seems now to be indicated, these two conditions under discussion 
are identical in nature, this identity should be made apparent by an 
appropriate designation. In the present state of our ignorance of the 
etiology terms implying a knowledge of origin or suggesting an analogy 
to cutaneous phenomena are manifestly unscientific. While the privi- 
lege of permanently naming the disease is to be left to the discoverer 
of its cause, a temporary appellation seems desirable. The writer sug- 
gests for this purpose the term superficial wandering glossitis, glossitis 
superficialis migrans, as distinctly descriptive, while keeping within limits 
of pathological facts. 
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MASSAGE, MOVEMENTS, AND BANDAGING IN THE TREAT- 
MENT OF DISPLACED SEMILUNAR CARTILAGES. 


By GRAHAM, M.D., 
OF BOSTON, MASS. 


Ir would seem as if Nature had been somewhat negligent of her work 
in placing a couple of buffers between each knee-joint that are so easily 
displaced as the semilunar cartilages seem to be in some people. Many 
of us have doubtless supposed that these cartilages are firmly attached 
by their under surfaces to the head of the tibia, and this has but deep- 
ened the mystery of their displacement. It may be worth while to 
review briefly their anatomy and physiology, which must have become 
exceedingly rusty to many of us since our student-days.' 

Situated on the head of the tibia and covering the anterior two-thirds 
of the corresponding articular surfaces, held in place by their attach- 
ments in front and behind the spine of the tibia, and further fortified 


1 Dr, Oliver Wendell Holmes used to say that he would not like to be examined on the 
muscles of the back in summer-time. 
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by the coronary ligaments in front, the internal lateral ligament on the 
inside, and by the popliteus muscle on the outside, it would seem almost 
impossible for the semilunar cartilages ever to slip out of place. Con- 
cave on their upper surfaces for adaptation to the condyles of the femur 
so as to facilitate flexion and extension, and lined by synovial membrane, 
not only above, but (what some recent writers seem to have forgotten 
with the rest of us) also on their under surfaces as well, in order to per- 
mit rotation between them and the head of the tibia, the complexity of 
this joint strikes us as something wonderful, even though we have been 
used to it all our lives. Morris gives us by far the best description of 
these cartilages that I have yet been able to find: ‘‘ They lessen the 
shock and jar of walking, running, and jumping; they fill in the inter- 
vals between the articular surfaces of the femur and tibia, which during 
extension are slight, but during flexion are considerable. They deepen 
the facets of the tibia for the condyles, and for this purpose they are 
less fixed at their forepart than behind, so as to be able to close in upon 
the spherical portions of the condyles in flexion, and to slide forward 
and be squeezed out into large circles by the anterior, nearly flat portions 
of the condyle in extension. This adjustment of the fibro-cartilages to 
the condyles of the femur in the varying positions of the joint is due 
partly to their own tendency to shift, partly to their connections, and 
partly to the pressure and pull of surrounding parts. In flexion and 
extension the cartilages mové with the tibia upon the femur. In supina- 
tion and pronation the tibia moves upon them while they remain unal- 
tered in their position to the femur ; the outer cartilage is steadied chiefly 
by the pressure of the popliteus (the muscle chiefly concerned in rotating 
the tibia inward or pronating the leg) against the outer margin of the 
cartilage while it is acting upon the tibia.””' 

I fear that it requires a more brilliant imagination and delicate touch 
than most of us are possessed of to appreciate ‘‘ the large circles” 
that the semilunar cartilages are squeezed into by extension, as well as 
to realize the statement of Dr. Scott Lang, that ‘‘in a perfectly sound 
knee the internal semilunar cartilage can be distinctly felt to recede 
when the knee is flexed and to come forward in extension on the antero 
internal aspect of the joint.” Even when all the indications point to 
displacement of semilunar cartilages, oftener than not these cartilages 
cannot be felt, as in the three following cases, which were evidently due 
to dislocation of the internal semilunar cartilage : 

Case I—On April 12, 1886, Mr. C. came to me. He was twenty 
years old, thin, wiry, and muscular, but somewhat loose-jointed: Two 

ears before this, when jumping, he said, ‘‘ he put his right knee out of 


joint,” but he ~— walking about on it, though it pained him much for 
several weeks. ‘Twice afterward he did the same injury to it, though 


1 Anatomy of Joints, by Henry Morris, London. 
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less severely, and he had had several ‘‘ kinks” besides. Three days 
before he came to me he had twisted it as badly as at first, and he was 
obliged to walk on tiptoe with knee semiflexed. The day after the 
accident he went to one of our large hospitals, where he was told that a 
cartilage was out, and he was worked over for a while with a view to 
getting it back, but without avail. He came away from the hospital 
with the knee enveloped in cotton-batting and a bandage over this, and 
continued to hobble as before. The pain was referred to the inner 
aspect of the knee, which was tender on pressure, and any attempt to 
extend the leg increased the pain. The tissues around the knee seemed 
relaxed, but there was no effusion or swelling, and undue projection of 
the internal semilunar cartilage could not be made out, though the sym 
toms all pointed to such an injury. Flexion caused no pain, and while 
the leg was flexed I pressed firmly with my thumb over the painful spot 
and extended the leg quickly, and repeated this a few times, with the 
result of getting the leg extended. This procedure was somewhat painful, 
but by pm him to rest a few minutes while using massage, and then 
repeating the same movements of extension the pain decreased. Then 
I pushed strongly with the heels of my hands over the natural depres- 
sions in front of the knee-joint whilst the leg was flexed, and told him 
to extend it vigorously. After this, free and gentle passive motion was 
used and well tolerated. Placing a pad formed by a few folds of ban- 
dage over the inner aspect of the knee, I applied a bandage firmly over 
this and around the knee, and the patient walked off almost naturally 
with but a slight limp, half an hour after he came to me. In standing he 
could not fully extend the leg, but it was as straight as a leg is required 
to be for walking. He returned the following day and I gave the knee 
massage and gentle passive motion, while exerting pressure over the 
inner aspect of the joint. I applied a splint to the back of the leg and 
thigh, but he soon returned with it, saying that the bandage and pad 
alone were much more comfortable and supporting. I have not seen 
him since. I have been told by his friends that he has not had any 
return of his mishap. No doubt he was a little lame after I saw him. 
CasE II.—Miss A. was nineteen years old and weighed 130 pounds 
when she came to me in June, 1894. Ten months before this she had 
been running down hill where the ground was rough, and suddenly she 
felt something slip on the inside of her right knee. The pain was 
momentary and she managed to walk home with difficulty—a mile and 
a half. Two weeks after this it slipped again; the leg was semiflexed, 
and her physician did not succeed in getting it extended. He kept it 
in a splint for a fortnight and gradually straightened it. After this it 
seemed well for several days, but soon slipped again going downstairs, 
and she did not step with it for four weeks. She then went to New 
York and consulted an orthopedic surgeon, who put it in plaster-of- 
Paris for three weeks, and after this in a metallic brace, which did not 
seem to fit very well, for she wore it only for two days. After this 
another slip, followed by effusion and a lay-up for ten days. The swell- 
ing soon disappeared. She has had several more slips since, some of 
them on slight provocation, as when sitting with the lame leg partly 
crossed over the other below the knee and allowing it to roll outward 
by its own weight would cause the disturbance to reappear. She has 
always distinctly felt something slipping out at the inner aspect of the 
knee when she has made a misstep, or done anything to twist the leg out. 
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Latterly, by keeping quiet for five minutes or so, she could sometimes 
feel it slip back ; at other times she could only infer that it had gone 
into place because she felt that she could use it, though it was a little 
lame and sore for a day or two after. Five weeks before she came to 
me she stubbed her toe and had a more severe relapse than usual. She 
had worn a plaster-cast almost continuously for seven or eight months, 
removing it occasionally indoors. She was much discouraged and in 
despair of ever being able to lay aside entirely the plaster-cast. 

On examination I found slight periarticular thickening on each side 
of the ligamentum patelle, but no effusion in the joint. Passively 
rotating the leg outward caused discomfort on the inside of the knee, 
but inward rotation did not. Extension was natural; flexion but one- 
fourth natural, and on attempting to bend it further pain was produced 
at the anterior aspect of the internal condyle. No undue projection of 
the internal semilunar cartilage could be made out. Though this patient 
and her relatives were of the highest intelligence, yet none of the phy- 
sicians who had seen the case vouchsafed to tell them what they thought 
was the matter with the knee, which must have been sufficiently evident 
from the history alone. The whole leg was smaller than the other, as 
shown by the following circumferences: right knee, 13 inches; left, 
13%; above knee, right, 12} inches; left, 14}; below knee, right, 12+ 
inches ; left, 124; right calf, 123 inches; left, 12%; right thigh, 17} 
inches ; left, 18%. , 

Restrained muscular action, disuse, and the pressure of the cast 
accounted in great part for the smaller size of the right leg, though 
it might always have been somewhat smaller than the other. Extra 
use of the left leg probably made it larger. But notwithstanding the 
apparent atrophy of the quadriceps extensor muscle she could hold the 
leg extended for twenty-five seconds, and this was immediately seized 
upon as an exercise to strengthen these muscles; and with this object 
in view she was advised to extend the leg six times three times daily, 
and to increase this once daily. The whole limb was masséed daily, and 
more especially the muscles of the thigh; faradism was applied to the 
quadriceps extensor, flexion was gradually increased, while firm pressure 
was made over the inner aspect of the knee ; and after these a bandage 
was firmly applied around the knee and over a pad on the inside. Even 
after the first sitting of this kind the knee and whole limb felt much 
invigorated, and after the second the plaster-cast was laid aside entirely, 
as the knee felt much better supported by the pad and bandage, which had 
never been applied by anyone else before, and which gave greater feel- 
ing of security and showed more freedom of motion than anything that 
had been applied. In four days the feeling of stiffness had disappeared 
and the leg could be bent to a right-angle. The knee continued to gain 
in strength, move easier, and feel more comfortable. In eleven days she 
could hold the leg extended one minute and a half; in thirteen days, 
two minutes and ten seconds; and later she could hold it for four minutes, 
with corresponding improvement in other respects. In order to improve 
flexion she was told to hold on to the mantel-shelf and get into a squat- 
ting position three or four times a day. To prevent a repetition of her 
accident she was advised to walk with the knee extended and toes turned 
out, so that the muscles would not be caught off guard, and very soon 
after she began walking this way a /umax of a man stumbled against 
the inside of the great toe of the leg in question, but without doing any 
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harm to the knee. With the hope of further strengthening the tissues 
on the inside of the knee and thigh, we tried resisting adduction of the 
thigh with the knee semiflexed ; but the sensations produced quickly 
made us aware that we were on the wrong track, even though my hand 
pressed firmly over the inner aspect of the knee as she moved it inward. 

This is the motion that throws the internal semilunar cartilage out. 

Under daily treatment for four weeks the knee improved and felt 
strong all the time, and she was encouraged to walk, toes out, indoors 
without the bandage. She then went to the seashore, and visited me two 
or three times a week for the next five weeks. I allowed her to go 
bathing and swimming with a rubber bandage on as a precaution. At 
the seashore she had to go up and down two flights of stairs on foot, and 
this seemed to improve the leading of the knee, so that it bent past a 
right-angle, and soon she was able to run on the beach, to dance, and to 
go down stairs naturally, though not easily, which is the most difficult 
exercise for weak, lame knees. Ten days before she passed from my 
care we feared that our labors had been brought to naught, for while 
she was sitting on a trunk the lid suddenly slipped closer. In her alarm 
she jerked the leg violently and the old feeling returned as if something 
was out of place. She pressed firmly over the inside of the knee and 
extended it, as I had previously shown her how to do in the event of a 
relapse, but without improvement. She could not fully extend it. She 
applied the pad and bandage tightly and this gave relief. It was lame 
and uncomfortable for only a day after, and this might be interpreted 
as evidence of more rapid recuperative power. Three days afterward it 
could be flexed further and easier than before the accident on the trunk, 
and it also allowed full extension. This was probably due to rupture 
of adhesions which we had been more slowly and safely trying to 
accomplish. A week later, under massage, bandaging, and electricity, 
she had more than regained what she lost by the last mishap, so that 
flexion was almost natural, but descending stairs was still a little irk- 
some. 

Two months later she wrote me that she was walking three miles a 
day and riding horseback with an ordinary saddle, a position that 
would seem unfavorable for the right knee. She had not worn the ban- 
dage for a month, and the knee felt strong without it. She could run 
down stairs and the stiffness had all disappeared. Three months after 
this I heard from her again, that she could walk, dance, and ride a 
bicycle without any trouble, and wanted to know if she might skate, to 
which I replied, ‘‘ Yes.” 

Case III.—Mr. C. E., fifty-two years old; weighs 190 pounds; is 
strong and athletic, and has no EY fat. Three weeks before he 
came to me, on September 12, 1894, his right foot caught in a croquet- 
wicket and he hurt his knee. It was semiflexed and painful, and 
attempts to straighten it were not successful. His physician did it u 
in plaster-of-Paris for three or four days, and after that he hobbled 
about with it partly flexed. Slight, unexpected eversion of his foot had 
often thrown something out at the inside of his right knee, and this had 
frequently occurred in bed. But he had always been able to twist and 
extend the leg himself in such a way that he could feel it slip back again, 
until this last time. The knee had bothered him in this way for ten 
years. 

On examination there were found slight effusion and heat and some 
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periarticular thickening, and the muscles on the front of the thigh were 
soft and flabby as compared with the same muscles of the other thigh. 
No projecting cartilage could be felt. Massage and snug bandaging with 
a pad over the inside of the knee, passive motion with firm pressure over 
the seat of the internal semilunar cartilage every day for a few days, 
and later every other day, with home exercises of extension and flexion, 
and in two weeks he had good use of the knee, and could go up and 
down stairs, and in two weeks more he had resumed riding his bicycle. 


These patients were delightfully surprised at the comfort and support 
of a bandage with a pad under it, in comparison with the discomfort 
and lack of support of splints and plaster-casts. 


CasE IV.—I do not, know whether this case was one of displacement 
of the external semilunar cartilage or not. The manner in which the 
accident occurred and the previous history would lead one to think that 
it might have been. It was that of Miss H., eighty-one years of age, 
well preserved, of medium stature, who looked to be not more than sixty, 
and who had never been sick a day in her life. Ten days before I was 
called to her, while she was ringing her door-bell, which was on the left 
of the door and pulled hard, she lost her balance and swayed around to 
the left. Her left knee had since been swollen and motion difficult. The 
knee was weak and stiff, bowed outward, and foot turned inward, and 
she walked with the aid of.a crutch, sliding the foot along the floor. 
She could not go up or down stairs. No effusion could be made out in 
the cavity of the knee-joint itself, but there was much effusion above 
the joint, bulging out on each side of the tendon of the rectus femoris. 
Evidently the synovial bursa beneath the quadriceps extensor was shut 
oft from the cavity of the joint, as is sometimes the case. On placing 
a thumb and finger on each side of the ligamentum patelle while 
moving the leg, there was a feeling and sound as of dry, creaking 
leather, not perceptible in the other knee. In the previous twelve or 
fifteen years her left leg had been gradually changing its outline, so 
that it bowed out at the knee and in at the foot, but without any dis- 
eomfort. There was great relaxation of the attachments of the knee 
both on the inside and outside, as shown by the ease with which the 
leg could be bent externally and internally. When the ankle was pulled 
externally, and the knee pushed in, the space between the inner condyle 
of the femur and the internal tuberosity of the tibia was much greater 
than that of the other leg, evidently due to absorption of the- articular 
surface of the inner condyle ; oan contirmatory of this, the leg when 
extended was straight antero-posteriorly, whereas in the natural condi- 
tion it ought to have deviated slightly in at the knee and out at the foot. 
When the foot was pulled inward and the knee pushed outward it was 
astonishing to what extent the outward bending went, and this pro- 
duced discomfort at the inner aspect of the joint and was attended by a 
noise and feeling as if the spine of the tibia were slipping in and out of 
place. Altogether it was a curious and interesting knee. 

The effusion in the synovial sac under the quadriceps extensor rapidly 
disappeared yinder massage every other day, and a bandage worn in the 
intervals. After the first massage it was three-eighths of an inch less in 
circumference around the seat of the swelling, and in two weeks it was 
all gone. Moderate efforts at rectifying the position of the leg were of 
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no avail. After the effusion had disappeared the problem seemed to be 
that of strengthening the limb, and for this purpose resistive movements 
of pushing and pulling while the patient was lying down were alternated 
with the massage. She exhibited unusual vigor in pushing and pulling 
the leg against the resistance, which increased our wonder at her inability 
to use it better when in the perpendicular position. After three weeks 
of this there was no improvement in walking, notwithstanding increase 
of strength in flexing and extending leg and thigh against resistance 
while lying. Thinking perhaps she might be able to walk better if we 
could get the quadriceps extensor muscles strengthened, we found at the 
first trial that she could hold the leg extended for one minute, an unusu- 
ally long time to begin with. After five minutes of massage to the 
—_ extensor she held the leg out for one and a half minutes. 
Two days later two minutes before massage, and three minutes after. 
But still no improvement in walking. A well padded ham-splint was 
faithfully tried and afforded neither support, ease, nor comfort. 

A year or two later I called to see this patient, and learned from a 
relative that she had died of pneumonia, and that several months after 
I last saw her the knee had rectified itself so that she could go up and 
down stairs naturally. a 

Text-books on surgery are wofully deficient in information concerning 
displacement of semilunar cartilages. The best monographs on the sub- 
ject are by Dr. Scott Lang and Herbert W. Allingham, and from these 
we learn that the semilunar cartilages may slip forward, backward, 
inward, or outward. The internal semilunar cartilage is the one most 
often at fault. As to the symptoms in general, the knee is usually semi- 
flexed and cannot be extended ; but flexion is usually free in recent cases. 
The foot is turned outward when the internal semilunar cartilage is dis- 
placed ; inward when it is the external semilunar cartilage. In most cases 
little or nothing abnormal can be seen or felt about the joint, except the 
semiflexion and a little tenderness at the head of the tibia. Rarely 
can the cartilage be felt projecting, and even when it does synovitis may 
supervene in a few hours and mask the symptoms. 

As to the causes: Though any violent accident may produce internal 
derangement of the knee-joint, yet most cases would probably coincide 
with Dr. Knott’s instructive description of his own case: ‘‘ It has always 
been the result of a very slight, and in every instance an indirect vio- 
lence. This violence has always been applied so as to produce a twist 
at the knee, either of the leg outward or of the femur inward. The 
most common cause has been striking the inside of the great toe against 
something when the knee has been slightly flexed, the parts about the 
joint as relaxed as possible, and the muscles thrown off their guard. 
I never suffered any derangement when the limb was in a decided state 
of active motion.” * 

-m he whole subject has been still further elucidated by Dr. Scott Lang 


1 Dublin Quarterly Review, 1882, p. 489. 
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in the Edinburgh Medical Journal for 1886-87, who points out that the 
internal semilunar cartilage is displaced in rotation of the leg outward 
combined with flexion ; the external semilunar cartilage in rotation of 
the leg inward combined with flexion ; and;that the injury is caused by 
some sudden and almost involuntary movement when the muscles gov- 
erning the joint are off their guard, or fail to act in concert with one 
another. A lax condition of the ligaments and muscles of the knee- 
joint from general debility or previous synovitis would predispose to 
these accidents. 

Laying aside cases that require surgical interference by cutting into 
the joint, the indications for treatment must be very clear. Restore the 
cartilage to its natural position, if possible. Retain it there. Strengthen 
the joint and muscles so that they will be less likely to be caught off 
guard. Various suggestions are made as to the methods to be pursued 
to replace the semilunar cartilage. When one fails another is tried. 
The methods that seem to be most relied upon are: flex the leg as 
much as possible upon the thigh, then rotate the tibia inward if the 
inner cartilage is displaced, outward if the external, and extend the leg 
quickly upon the thigh while pressing with the thumb where the carti- 
lage is supposed to be out of place. The opposite procedure, extension, 
then flexion with pressure, sometimes succeeds. As it may be very diffi- 
cult to ascertain whether a cartilage has slipped out of place or not, Dr. 
Samuel J. Mixter has made the very shrewd suggestion that every case 
of sprain or twist of the knee should be put through the movements of 
replacing a dislocated meniscus. But if a semilunar cartilage is not dis- 
placed, it is very evident that such a procedure would hurt the patient 
unnecessarily, and be very likely to aggravate a sprain of this joint, and 
if a semilunar cartilage were not displaced, such movements might put it 
out in a sprained knee. 

With regard to the second medication, it does not seem to me that a 
ham-splint or a plaster-cast is so direct and effectual in retaining a semi- 
lunar cartilage and supporting and comforting the knee as a pad with a 
snug bandage over the offending region. Moreover, there would seem 
in some cases, at least, to be a tendency of these cartilages to slip 
back into place even when attempts to readjust them had failed ; but 
if the joint is immovably fixed by a ham-splint or plaster-cast, its power 
to adapt itself to a return of the cartilage by gentle change of mo- 
tion is prevented, which is not the case with a pad and bandage. 
For the relief of the heat, pain, and swelling that result from a sprain, 
wrench, or twist, massage properly applied is most satisfactory. For 
the preservation of the circulation and nutrition of the muscles and 
the prevention of atrophy, massage applied early has proved to be quite 
effectual. 

As displacements of the semilunar cartilages are most likely to occur 
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when the muscles are off guard, so to speak, our endeavors should be 
to strengthen these muscles so that they will not be ‘‘ caught napping.” 
I imagine that the behavior of muscles in this manner is due in great 
measure to a loss of ‘‘ muscular sense,” the restoration of which is pro- 
moted in an astonishingly agreeable manner by means of massage, 
which at the same time helps to bring back the automatic action of 
will and spinal cord in presiding over these lazy sentinels. And this will 
be still further aided by alternating massage with carefully graduated 
movements of pushing and pulling, and of voluntary efforts of holding 
the leg extended. A few minutes’ application of the faradic current to 
the quadriceps extensor muscles immediately after the massage some- 
times seems to have a more invigorating effect than either alone, and, 
moreover, the contractions caused by the faradic current are but another 
and useful form of motion—semi-active, semi-passive. 

Walking with the foot turned inward is considered to be a good pre- 
cautionary measure when the internal semilunar cartilage is liable to 
slip out of place, with the foot turned out when the external cartilage 
is likely to slip, according to Scott Lang; but as either of these posi- 
tions allows all the more latitude for rotation in the opposite cirection 
when the knee is semiflexed, it can only be safe so long as the patient 
receives no violence to throw the leg in the opposite direction ; whereas, 
if the patient walks with the foot turned out and knee extended, where 
it is a question of preventing dislocation of the internal semilunar carti- 
lage, then, as it is already in the position where the cartilage is liable to 
be displaced, but with the muscles on guard, unexpected violence is re- 
sisted, and the range of motion that would be dangerous is reduced to a 
minimum, as was the case with the second patient reported in this article. 

In cases that have required operation for the removal of the semilunar 
cartilages, or for stitching them in place, the joint is generally stiff for 
some time afterward. As soon as two or three weeks after the operation 
Dr. Allingham recommends daily massage and passive motion; and 
later that the patient should try to sit on his heels. A much safer plan 
than the latter is for the patient to hold on to something, such as the 
mantel-shelf or foot of a bed, so as to graduate and control the weight 
upon the knee. 

Full of significance are the following words of Dr. A. Logan Turner 
in his article on ‘‘ Internal Derangement of the Knee-joint,” in the 
Edinburgh Hospital Reports, 1894 vol. ii.: ‘‘ In order to gain some idea 
as to how soon after operation a man may return to his work, ohe must 
take into consideration the nature of the occupation, the length of time 
during which splints have been worn, and the amount of care which the 
patient gives to massage and movement.” 

From the foregoing the following conclusions would seem to be justi- 
fiable : 


570 GRAHAM: DISPLACED SEMILUNAR CARTILAGES, 


1. That neither in their natural or unnatural positions can semilunar 
cartilages often be distinguished from the surrounding tissues. 

2. That the position of the leg affords the best means of inferring 
whether one or the other semilunar cartilages may have been dislocated 
when it cannot be felt; the leg being usually flexed and the foot turned 
out when the internal meniscus is dislocated, the leg flexed and the foot 
turned in when it is external. 

3. To attempt to replace a dislocated semilunar cartilage it is wise to 
flex the leg, then extend suddenly, rotating the leg inward if it be the 
internal cartilage, outward if it be the external, while exerting pressure 
over the offending region. 

4. That there is a natural tendency in some cases of dislocated semi- 
lunar cartilages to slip back into place when the leg is not artificially 
restrained. 

5. That if the knee be immovably fixed by plaster or splints before 
the cartilage has gotten back into its natural situation, the joint is locked 
and restrained from gentle instinctive movements that might favor its 
return. 

6. That cases of displaced cartilage are attended by voluntary and 
involuntary restraint of motion on account of pain and mechanical 
impediment ; and in some cases by synovitis and the formation of adhe- 
sions. Forcible passive motion might then have the double purpose of 
breaking the adhesions and rectifying the displacement, as probably 
occurred in Case IIT. of this article. 

7. That even after a meniscus has been restored to its natural situation, 
it is not so securely and comfortably held by plaster and splints as by a 
pad of a few folds of bandage and a figure-of-eight bandage applied 
over this, which affords support and comfort and a safe limit of motion. 

8. That it is possible by carefully applied massage, resistive move- 
ments, home exercises, and electricity so to strengthen the muscles on 
the front of the thigh, the fascia, ligaments, and attachments of the 
knee-joint that they will safely hold a previously dislocated semilunar 
cartilage without artificial support. 

9. These remarks do not apply to cases requiring surgical operation, 
though the above mentioned combination of treatment might be safely 
tried in some cases before cutting into a knee-joint, but more especially 
after operation for restoring motion and strength to the knee.’ 


1 Read before the Brookline (Massachusetts) Medical Club. Dr. Sabine, the President of the 
Club, said ‘‘that when a boy he was brought up on a farm, and when milking frequently 
one of his legs would get painfully flexed under the other, with foot turned in. It hurt severely 
to extend it, but when once extended it seemed all right. One time when he was swimming 
the accident occurred, and was followed by an attack of acute synovitis, after which he got 
all over it, and had no return.” In all probability the effusion allowed the displaced car- 
tilage to get completely back into its natnral position, an event that would not have been 
likely to take place if the leg had been put up in splints or plaster-of-Paris. 
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THE ETIOLOGY AND TREATMENT OF VENEREAL BUBOES. 


By J. Perry, M.D., 
PASSSED ASSISTANT SURGEON, U. 8S. MARINE-HOSPITAL SERVICE. 


So much has been written on this subject, and so many able observers 
have published results of their investigations, that it is with hesitancy 
that I commence this article ; still, I think the causation and comparative 
treatment of bubo are of sufficient interest to warrant the placing of 
another paper on this subject before the profession. 

As the small indolent buboes following chancre are not a complication, 
but an evidence of systemic infection, and rarely suppurate or cause 
any inconvenience, they will not be considered in this article. 

Lymphadenitis is a somewhat rare complication of gonorrhea, and 
when it occurs is probably due to the absorption of chemic poisons, the 
result of a mixed infection. The frequency of gonorrhceal buboes is 
shown by the following statistics compiled from the reports of the U.S. 
Marine-Hospital Service : 


TABLE I. 


Cases of gonorrhea . 18,774 
Number of buboes occurring in these cases . . ° 341 
Percentage of buboes to total number of cases of gonorrhea 2.48 


Armstrong’ states that these complications occur in 2.7 per cent. of 
cases of specific urethritis. My individual records show a percentage 
of 2.8. 

This brings us to the consideration of the cause of the majority of 
buboes, and, since the soft chancre is this exciting factor, a few words 
concerning its etiology will be appropriate in this connection. 

It is a mooted point whether a chancroid is due to a specific germ ; 
some careful observers claim it is, while other equally prominent inves- 
tigators say it is not. 

Ducrey’ states that he has found a microbe that is constantly present 
in chaneroidal pus, which he believes to be the exciting cause of chan- 
croid. He describes the germ as being a rod-like bacillus, occurring 
singly and in chains; when in the tissues almost always in chain-form. 
His observations are confirmed by Unna, Krefting, and others. 

The crucial test of the propagation of pure cultures that would cause 
the disease has failed. These gentlemen have claimed to have propagated 
the specific germ on the patient himself for five or six generations, and 
to have finally gotten pure cultures. On the other hand, many eminent 


' Medical News, December 5, 2885. 
2 Comptes Rendus du Congrés Internat, de Derm. et de Syph., Paris, 1889, p. 229, 
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men deny that chancroid is due to a specific germ, and Finger’ says that 
if this strepto-bacillus is the exciting cause, it is nothing more than a 
pyogenic microbe. 

Taylor’ claims that the soft chancre is not due to a special virus, and 
says that it may be produced by simple pus, pus from irritated syphilitic 
lesions, and believes that this disease can originate de novo. 

We all know that bubo is a frequent complication of chancroid, and 
that it may follow the most insignificant lesions, while it is often absent 
when the destructive process is most active. In fact, there is no relation 
hetween their frequency and the clinical features of the ulcers. 

There is no particular time for a bubo to develop ; it may occur at 
any time during the course of the chancroid or some time after it has 
healed ; hence all cases attributed to strain, etc., should be looked upon 
with suspicion, as a rigid examination will generally trace them back to 
an antecedent chancroid. I have had several cases under my care in 
which the bubo developed after the ulcer of the penis had completely 
cicatrized. 

The frequency of this complication is shown by the following statis- 
tics : Sturgis’ states that in 249 soft chancres bubo occurred in 71, a per- 
centage of 28.5. Ricord’s statistics, as quoted by Sturgis, giv> the 
frequency of bubo as 31 per cent. Szadex* reports 1084 cases, among 
which were 274 buboes, or about one bubo in four chancroids. Martin’ 
says that the record of his venereal service shows that this complication 
occurred in 19 per cent. of 162 chancroids, but that these were cases 
that applied to hospitals for treatment, and that among the higher classes 
who observe hygienic laws, and apply early for treatment, bubo will 
not occur in more than 5 per cent. of all cases of chancroids treated. 

Buboes are more often single, developing on the side corresponding to 
the lesion, but may be on the opposite side. When double, they are 
generally due to the chancroid involving the frenum. Of Sturgis’s 71 
cases of buboes, 54 were single and 17 double. My records of 36 buboes 
show that 27 were single and 9 double. 

The most marked predisposing causes of bubo are irritation of the chan- 
croid, either by bodily activity or by the use of escharotics that are not 
sufficiently strong to destroy thoroughly all the diseased tissue, but 
capable of exciting an inflammatory reaction ; lack of cleanliness ; and 
retention of discharge by allowing the ulcer to scab over. 

As the terminal vessels of the lymphatics open directly on the ulcer- 
ating surface of the lesion, we naturally suppose the exciting cause of 
bubo to be the absorption of some virulent material. The theory most 


! Annales de Derm, et Syph., 1895. 2 Venereal Diseases, 1895, p. 485. 
* International Encyclopedia of Surgery, vol. ii. p. 436. 

+ Vierteljschr. f. Derm. und Syph., 1888, Heft 2, p. 209. 

5 System of Genito-urinary Surgery, etc., vol. ii. p. 870. 
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commonly accepted, until recent years, was that this exciting factor was 
the absorption of micro-organisms from the chancroid,which while travers- 
ing the lymphatic vessels produced little disturbance, but when arrested 
by the glands excited by their irritant action on the tissues an inflamma- 
tion generally ending in suppuration. The theory just given has been 
shown to be incorrect by the results of bacteriological research, as repeated 
microscopical examinations of the contents of buboes have demonstrated 
the absence of any micro-organisms, and autoinoculation with the pus, 
antiseptically withdrawn, has invariably failed to produce the typical 
ulceration. Strauss examined the pus from forty buboes and failed to 
find any micro-organisms, and autoinoculation with this pus was unsuc- 
cessful, while control-experiments of inoculation with the secretion of the 
chancroid caused the characteristic sore. These results have been verified 
by Spitschka. 

Therefore the evidence leads us to believe that the true exciting cause 
of bubo is the absorption of poisonous substances, toxins or ptomaines, 
resulting from the action of the germs in the chancroidal lesion, and is 
not due to the entrance of the micro-organisms themselves into the lym- 
phatics. Whether these chemical substances are the products of a 
specific microbe or of ordinary pyogenic germs is a question that is still 
undecided, but it is probably the latter. 

TREATMENT. The treatment of buboes depends upon the stage at which 
they are seen, and, consequently, is divided into two classes : that of non- 
suppurating buboes and that of suppurating buboes. But before taking up 
their treatment in detail, the insertion of the following tables, showing 
the relative frequency of the two kinds, will be advisable. 

These statistics were obtained by correspondence with officers of the 
U. 8. Marine-Hospital Service, and represent transcripts of the records 
of several stations. They are intended to show the frequency of the 
two varieties presenting for treatment, and not the number of inflamed 
lymph-glands of the groin that will eventually suppurate, as pus forms 
in nearly all buboes that are left alone ; the percentage of those disap- 
pearing without suppuration being very small : 


TABLE II. 


Total number of buboes 

Suppurating buboes 

Non-suppurating buboes 

Percentage of suppurating buboes to total number of bu boes 


TABLE III.—CAsEs TREATED IN DISPENSARY. 


Total number of buboes ... . 621 
Non-suppurating buboes .. 289 
Percentage of suppurating buboes to total enmber of bubees 44.52 


970 
416 
554 
42.88 
\ 
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TABLE 1V.—CAsSES TREATED IN HOSPITALS. 


Total number of buboes_. ‘ 449 
Suppurating buboes . ‘ ‘ . 184 
Non-suppurating buboes_. 265 


Percentage of suppurating buboes to total number of baboon 40.97 


The following table (No. V.) is taken from Sturgis’s article on ‘‘ Chan- 
croid ” in the International Encyclopedia of Surgery : 


TABLE V. 
Suppurating buboes . ; : . 30 
Non-suppurating buboes . 41 


Percentage of suppurating buboes to total number of buboes 42.2 


After this brief digression the treatment of non-suppurating buboes 
will now be considered. The treatment of this variety may be (1) by 
external applications ; (2) by the hypodermatic injection of medicinal 
agents into the substance of the gland; (3) by incision; and (4) by 
excision. 

External applications are employed in the first stage as abortive meas- 
ures, and later, when suppuration is threatened, to hasten the formation 
of pus. ‘Tincture of iodine painted around the inflamed gland is the 
remedy most extensively used to abort buboes. My experience with this 
drug is that it is of no value in the treatment of this disease, and I have 
yet to see a bubo benefited by its use. This opinion is confirmed by 
several surgeons to whom I have written; and Martin says that the 
external application of iodine is valueless. Auspitz and Szadex are of 
the same opinion regarding its uselessness. 

The most important means to employ when a bubo is seen early and 
it is decided to try abortive measures, are rest in bed, use of belladonna- 
ointment, and pressure applied by means of a spica on the groin. In 
a very few cases these measures will cause a disappearance of the inflam- 
matory symptoms. I have long since given up the treatment just de- 
scribed on account of it being unreliable and unsatisfactory, and now 
treat all buboes seen before suppuration by another method. 

Injection. Several antiseptic substances, injected into the inflamed 
gland, have been used as a means of aborting buboes. Dr. M. K. Tay- 
lor' several years ago called the attention of the profession to his method 
of treating buboes by the injection of a solution of carbolic acid. He 
claims that one injection generally succeeds in aborting a bubo ; that 
suppuration is rare; and a cure is effected in eight to ten days. He uses 
a solution of ten grains to the vunce, and injects twenty to forty minims. 


1 AMERICAN JOURNAL OF THE MEDICAL SCIENCES, April, 1882. 
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Harvey' also speaks of the efficacy of this treatment, and says that the 
time of election for the injection is just prior to suppuration. Others 
have tried the use of carbolic acid, but were disappointed with the 
results obtained, and at the present time this agent is seldom employed. 

A 1 per cent. solution of bichloride of mercury has also been highly 
lauded as an efficient remedy in this class of cases. Nannino’ reported 
twenty-seven buboes successfully treated by injecting this drug. I have 
treated five cases by this method, in all of which there was intense pain 
produced by the medication that lasted for hours; in one case there was 
severe constitutional disturbance, the febrile symptoms lasting six days ; 
and all went on to the formation of an abscess, necessitating an incision. 
The average duration of treatment in these cases was seventeen days. 
I soon discontinued the use of it on account of the severe pain it pro- 
duced. 

The injection treatment that I now wish to consider is the use of a 1 
per cent. solution of benzoate of mercury, the action of which is far more 
successful than that of carbolic acid or bichloride of mercury, and is one 
that yields satisfactory results in the majority of cases. 

Dr. Welander,’ who first called attention to the marked influence of 
this drug in the treatment of buboes, reports some extraordinary results, 
and says that in the majority of non-suppurating cases it will cause a 
subsidence of the inflammatory symptoms in a few days, and that resolu- 
tion will be prompt. Of 78 cases reported by him, 56 were cured with- 
out any suppuration ; but in the remaining number some pus formed in the 
centre.of the gland, necessitating a puncture. Spitschka confirms the 
results of Welander. Brousse and Botherat* reported 10 cases treated 
by this method, 9 of which suppurated. 

My experience with the benzoate of mercury has been so satisfactory 
that I employ it in the treatment of all non-suppurating buboes; and also 
in those in which the formation of pus is suspected, but distinct fluctu- 
ation is absent. In fact, my experience teaches that it acts most bene- 
ficially in buboes in which suppuration is threatened. 

The injection should be made under the same aseptic conditions as 
when a surgical operation is contemplated. I generally inject 20 or 30 
minims with a hypodermatic syringe, passing the needle well into the sub- 
stance of the gland, and entering it at one or more points. 

The medication causes a burning pain, which usually lasts about two 
hours, and some constitutional disturbance ; fever ranging from 99° to 
104°, and continuing for a few days. In some cases there is a rise in 
temperature only after the first injection, while in others there is an 
elevation after each use of the drug. The shortest period of fever 


1 Medical News, January 28, 1886. 2 Wiener medizinische Presse, No. 47, 1887. 
% Archiv fiir Dermat. und Syph., Heft 3, 1891. 4 Ann. de Dermat. et Syph., April, 1893. 
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recorded was one day, the longest six days, and the average time was 
three days. 

In two or three days after the commencement of treatment the bubo 
is much diminished in size and resolution is taking place. In all of my 
cases some pus, generally small in amount, formed in the centre of the 
inflamed gland, but at the same time resolution was taking place in the 
periphery. As soon as any suppuration is detected a small puncture is 
made, all the pus squeezed out, the small abscess-cavity irrigated with 
peroxide of hydrogen, and an antiseptic dressing applied. In a few 
days all discharge ceases, the remaining induration rapidly subsides, 
and the bubo is cured. 

The following table of 22 cases of unselected buboes from my own 
practice will show the time necessary to effect a cure by this plan of 
treatment : 

TABLE VI.—INJECTION OF 1 PER CENT. SOLUTION BENZOATE OF MERCURY 
IN NON-SUPPURATING BUBOES. 


Number of Total amount Time necessary to 


Case Remarks. 
injections, injected. effect a cure. 
1 2 40 min. 9 days. 
2 2 40 “ 
3 3 60 “ 26 “ Very large bubo. 
5 4 100 “ 22 “ 
6 2 60 “ » * 
7 2 50 “ 
8 2 60 “ 25 “ 
9 1 About to suppurate. 
10 1 30 “ 15 “ 
11 2 60 “ 13“ 
12 1 30 “ Mess 
13 2 60 “ a 
14 2 40 “ 10 “ 
15 2 40 “ 10 “ 
16 1 8 
17 3 60 “ 
18 2 a 14 “ 
19 2 40 “ mB.“ 
20 3 * 13 “ 
21 2 40 “ 13“ 
22 2 40 “ 14“ 
Total number of cases . 22 
Total number days of treatment . 806 
Average time in days necessary to effect a cure. i . 138.90 


I consider this treatment far superior in the majority of buboes to 
excision of the inflamed glands ; since the operation is a trivial one, there 
is no danger of an accident and no need of an anzsthetic ; the scar is 
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scarcely noticeable ; and the time necessary to effect a cure is much 
shorter. On the other hand, the excision of a large bubo is not a simple 
operation ; it leaves a large cavity that, in the vast majority of cases, 
must heal by granulation, weeks being consumed before cicatrization, 
and finally a large and unsightly scar is left to remind the patient that he 
was unfortunate in some of his battles with Venus. Again, discarding 
everything in this comparison except the element of time, and weighing 
the most favorable statistics I have seen on excision, that of union by 
first intention in one-half of the cases, still the scales tip in favor of the 
benzoate treatment. 

Dr. Woodward’ advocates an early incision in non-suppurating buboes. 
After the skin has been made aseptic he makes an incision, running par- 
allel to the groin, deep into the gland. After the hemorrhage is arrested, 
the wound is packed with iodoform-gauze and a sublimate dressing ap- 
plied. He claims that the inflammatory symptoms soon subside, and 
that the patient is well at the end of one or two weeks. I have been 
able to collect only four cases treated in this way, the average time of 
which was twenty-two days. 

Excision. In recent years excision has become the favorite method of 
many surgeons for treating non-suppurating buboes, but the results 
obtained have been so unsatisfactory that several who formerly excised 
all inflamed glands have abandoned the operation and treat by exter- 
nal application until pus forms, when the bubo is incised and treated as 
an ordinary abscess. 

Excision of all implicated glands means a difficult and somewhat haz- 
ardous operation in a dangerous anatomical region. Accidents have 
happened in the hands of the most skilful operators; the most serious 
are wounds of the femoral and internal saphenous veins. The hem- 
orrhage is often profuse, and complete enucleation of all of the dis- 
eased glands leaves a cavity that seldom heals before considerable time 
has elapsed. 

Dr. Watson believes in thorough excision, and reports 20 unselected 
cases, in 10 of which he secured union by first intention. His statistics 
are the most favorable I have seen, and probably few other surgeons 
have been as successful. 

The following table, representing statistics obtained from the records 
of surgical operations of several U.S. Marine Hospitals, will, I believe, 
represent the average time necessary to effect a cure by this method : 


TABLE VII. 
Total number of non-suppurating buboes excised. . 96 
Total number of days of treatment . . : : . 3241 
Average time in days necessary to effect a cure. ; . 383.76 


1 U. S. Marine-Hospital Report, 1892. 
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The shortest time was eight days, the longest seventy-eight days. In 
several there was union by first intention, and the patients were dis- 
charged cured in eleven or fourteen days. 

Martin says that the time consumed will be from two to eight weeks, 
depending upon the size of the bubo excised. 

The treatment of suppurating buboes may be (1) by incision and treat- 
ing as ordinary abscess ; (2) by incision and curettement ; (3) by punc” 
ture, evacuation of pus, and distention of the cavity with medicinal 
substances ; and (4) by thorough excision of all diseased glands. 

The treatment by incision alone has not yet yielded very brilliant re- 
sults, the average number of days consumed being shown by the table 
ven below : 


TABLE VIII. 
Total number of buboes treated by incision . 
Total number of days of treatment . . 1318 
Average duration of treatment indays 


Incision and curettement have not given much better results than 
simple incision. It is true, though, that the cases in which curettement 
is used are generally more severe, and, consequently, the results would 
make a more favorable showing if it were used in all suppurating buboes, 

These statistics of several cases will give an idea of the comparative 


treatment : 
TABLE IX. 
Total number buboes treated by incision and curettement 18 
Total number of days of treatment . ‘ ‘ ; . 591 
Average duration of treatment in days . . 828 


This treatment is advisable in those cases in which the skin has been 
destroyed and there is left an unhealthy granulating ulcer. 

Karl Szadex' reported: 274 cases of suppurating buboes treated by 
incision, curetting, and packing with iodoform-gauze. The average 
duration of treatment was thirty days. 

In speaking of the treatment of this class of buboes by incision 
and distention of the cavity with medicinal substances, I wish to call 
attention to only one method, that of Scott Helms’ and Dr. Hayden’s 
modification of it. This treatment is applicable to all freely suppu- 
rating buboes, and should be used in preference to any other. 

Dr. Scott Helms removed the pus by aspiration, then injected the 
cavity with a solution of carbolic acid, and after this was thoroughly 
squeezed out the abscess-cavity was distended with a 10 per cent. iodo- 
form-ointment. 

Fontan’ also described this treatment with iodoform and vaseline, and 

1 Journal of Cutaneous and Genito-urinary Diseases, September, 1888. 


2 Chicago Medical Journal and Examiner, September, 1486. 
% Espieux: Théses de Montpellier, April, 1889. 
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reported 41 cases. The average time of treatment was six or seven 
days. 

Dr. Otis’ reported 16 buboes treated by this method, and of his cases, 
9 were cured in six days, 1 in fourteen, and 1 in twenty-three days. 
He says that iodol is as good as iodoform, without the objectionable odor. 

Dr. Hayden’ described his treatment as follows: make a small punc- 
ture through the skin at the most fluctuating point of the bubo; thor- 
oughly evacuate the pus; irrigate the cavity with peroxide of hydrogen, 
then with bichloride solution, 1 to 1000; press out all the fluid; dis- 
tend the cavity with warm vaseline holding in suspension 10 per cent. 
of iodoform ; and apply a cold bichloride dressing to favor congealment. 

The patient should be kept quiet for forty-eight hours, and the dress- 
ings removed on the third or fourth day ; if no pus has formed, another 
injection of iodoform-ointment is not necessary ; but if the suppuration 
has not entirely ceased, the bubo should be redressed in the original 
manner. He reported 15 cases, in which the average duration of treat- 
ment was twelve days, and in 12 one injection was sufficient. 

Dr. Robert Taylor also advocates this treatment, and says the 
majority of suppurating buboes can be cured by this method in from 
ten to twenty-one days. 

Dr. Hayden’s method has given me the most satisfactory results, and 
I apply this method of treatment to all freely suppurating buboes. My 
record of 7 cases shows that 5 were cured by one injection, and that the 
average time of treatment was thirteen and one-half days. The pain 
and other inflammatory symptoms soon disappear, and the patient 
quickly recovers with a scar that is insignificant. I cannot too heartily 
indorse this treatment, and I believe it will yield satisfactory results to 
all those who may give it a trial. Of course, there are a certain num- 
ber of cases in which it is not applicable, and in which it will be neces- 
sary to use the curette or excise all the diseased glands. 

In speaking of the treatment of non-suppurating buboes by excision, 
I tried to prove that it did not yield satisfactory results, and the same 
objections to the operation there noted hold equally good when this 
method is employed in the treatment of suppurating buboes. As men- 
tioned above, there are some few cases in which thorough excision of all 
diseased tissue will yield the best results; but they are few as compared 
with the total number. 

The following table will show the results of this operation in a num- 
ber of cases : 


TABLE X. . 
Total number of suppurating buboes treated by excision. 25 
Total number of days of treatment . . . . 989 
Average duration of treatment indays . 895 


1 Journal of Cutaneous and Genito-urinary Diseases, May, 1893. 
2 AMERICAN JOURNAL OF THE MEDICAL SCIENCES, November, 1895. 
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Tables VIII., [X., and X. were compiled from the reports of surgical 
operations of several marine hospitals. 

From the above statistics I am led to conclude : 

1. That buboes are probably caused by the absorption of chemical 
poisons, the result of the action of the micro-organisms in the chancroid, 
and not to the entrance of the micro-organisms themselves into the 
lymphatics. 

2. That the benzoate of mercury yields such satisfactory results that 
it should be employed in the treatment of non-suppurating buboes, and 
excision reserved for those cases in which benzoate has failed. 

3. The injection of iodoform-ointment should be used in the treatment 
of all freely suppurating buboes, since statistics show that it yields much 
more satisfactory results than the other methods of treatment applicable 
to this variety. 

4. Incision and curettement should be used in a few cases in which 
the skin has been destroyed and the ulcer presents an unhealthy granu- 
lating surface. 

5. Excision should be reserved for cases that have not yielded to 
other treatment, and for those in which there are several foci of sup- 
puration. 
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A SysTEM OF SuRGERY. In two volumes. Edited by FREDERICK TREVEs, 
F.R.C.S. Philadelphia and New York: Lea Bros. & Co., 1896. 


ALTHOUGH, in view of the number already on the market, there may 
not seem much room for other text-books or systems of surgery, we are 
compelled to welcome this last production of British surgeons as worth 
of a place among the best examples of modern surgical literature. tt 
has been written by twenty-five of the best known men in the United 
Kingdom, and edited by a surgeon whose work has long since shown 
him to be as competent in this as in other fields of professional labor. 
The result is a clear, concise, and thorough presentation of the existing 
condition of surgical science, a very careful reading revealing but few 
defects in the nature of omission, and showing, on the other hand, with 
rare exceptions, careful though conservative study and criticism of the 
latest theories and methods. 

Volume I. opens with an article by Dr. Woodhead on surgical bacte- 
riology. His classification of the bacterial surgical fevers is, as we have 
found, better for practical work in teaching than any of the more elab- 
orate ones. He places all such fevers under one or the other of three 
headings : 

‘1. Sapremia or true toxzemia, in which the products only of bac- 
teria find their way into the system. Under this heading two sets of 
conditions may be included: (a) In the case of the tetanus bacillus the 
manufactory may go on entirely outside the body, and the products of 
the organism, finding their way along with earth into a bruised wound, 
may set up a distinct tetanic condition before the micro-organism has 
had time to develop any further products within the body; (6) in other 
cases of tetanus the bacillus is introduced locally into devitalized tis- 
sues ; here a fresh quantity of poison is developed by the multiplying 
organisms at the seat of injury, and is absorbed into the body, the bacilli 
remaining strictly localized. In diphtheria there is a similar toxic con- 
dition arising out of the development of poisonous products which are 
carried into the system, although here again the bacilli are strictly local- 
ized to the seat of original invasion. 

** 2. In the case of true septicemia not only the bacterial products, 
but the bacteria themselves, find their way into the distant parts of the 
body ; of this there are many examples among the lower animals; such 
diseases as anthrax and acute hemorrhagic septicemia may be taken as 
examples in the human subject. In the latter disease it is evident that 
the specific bacteria or their products are acting directly on the walls of 
the bloodvessels. 

** 3. In order to create a further class for cases in which there are 
distinct clinical appearances, the old term pyzemia may be retained to 
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denominate those cases in which we have the presence of abscesses, the 
result of septic thrombi or emboli, the active agents in these thrombi 
and emboli being bacteria which have usually found their way into the 
body by way of some accidental or surgical wound.” 

is teaching as to the causation of the surgical infections is equally 
sound and worthy of careful reading. Racial, individual, and tissue 
predisposition is considered most important, as ‘‘ the whole idea of pro- 
tective inoculation and acquired immunity rests on the fact that these 
varying susceptibilities to various diseases are present in different species 
and under different conditions.” 

If every hurried worker in surgery would bear in mind the essential 
truth of the following paragraph, it would have a beneficial effect on 
surgical mortality: ‘‘ It cannot be too strongly insisted upon that 
everything which lowers the general condition of the patient predis- 
poses to infective surgical diseases—overcrowding, vitiated atmosphere, 
want of cleanliness, bad hygienic conditions, including bad and insuff- 
cient food, and exposures to extremes of heat and cold, want of sleep, 
imperfect or irregular evacuation of the excretions, excitement, and 
emotion—an influgnce all important to the surgeon, now that many of 
these factors have actually been found by experiments on animals to 
predispose to certain forms of disease.” These are facts known to the 
profession in the main since the days of Hippocrates, but constantly 
ignored in everyday practice. 

Mr. Cheyne, in his article on Suppuration, says very truly that ‘‘ the 
ideal treatment of chronic abscess is to dissect out the abscess as one 
would dissect out a cyst,without opening it. If this can be done, a 
clean-cut wound is left, which is not infected with tubercle bacilli or 
other bacteria, and we have healing by first intention. This method of 
treating chronic abscesses may be carried out in a very considerable 
number of cases; for example, in the subcutaneous abscesses of children 
(gomme scrofuleuse of the French) cure is at once effected by dissecting 
them out, while months may elapse before healing is obtained by the 
other plans of treatment. heer whenever the abscess is not too large 
(and, after all, a long skin incision is not a matter of the slightest conse- 
quence, except in exposed parts of the body), and wherever the connec- 
tions of the abscess are not such as to render it anatomically impossible 
to remove it, this is the treatment which should be adopted.” 

In the article on Gangrene he says that as a result of antisepsis ‘‘ the 
rules as regard amputation in senile gangrene are completely altered. 
In fact, in my opinion, one should, in the great majority of cases of 
senile gangrene, recommend early amputation. By operating at an 
early period the patient’s tire | is not worn out by continued pain 
and loss of sleep, and he is in a very much better condition to survive 
the operation than if it be delayed to a later period. The only diffi- 
culty is that one does not know how far the process will extend ; but, 
as a rule, this can be judged of by ascertaining the point at which the 
pulsation in the main vessels ceases, and if one cannot ascertain this, 
then the best place for amputation in most cases is the knee-joint.” 

As an example of the practical impossibility of making any text- 
book or system the exponent of the very latest developments in surgery, 
it may be noted that the article by Surgeon-Major Duncan on Military 
Surgery, while containing full directions for determining the position of 
a bullet or other missile, makes no mention of the Réntgen rays, which 
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we venture to say will be used in every military hospital during the 
next great war. 

In the chapter on the influence on operations of constitutional condi- 
tions Mr. Treves embodies a great deal of sound advice and none better 
than the following : 

‘* Tt may be safely said that the results of operations and injuries are 
more powerfully influenced by diseases of the kidneys than by a corre- 
sponding disease of any other organ. An — upon the subject 
of advanced Bright’s disease or of surgical kidney is a desperate matter. 
A patient may look fairly healthy, may appear well nourished, may be 
temperate and living a most regular life, and the operation may be but 
a trifling one; yet the complication of albuminuria renders the surgical 
procedure most serious and hazardous. Many an elderly man has died 
almost suddenly from the effects of rough catheterization, and it has 
been found after death that he was the subject of an unsuspected pye- 
litis. Quite slight operations of an urgency—such as that for the relief 
of Dupuytren’s contraction of the palmar fascia—have placed the sub- 
jects of Bright’s disease in great danger of death. In no case should an 
operation on an adult be undertaken without a preliminary examination 
of the urine.” 

Mr. Hewitt’s conclusions as to the choice of anzsthetics will find prac- 
tically no acceptance in America, where it is thought, and correctly, 
that clinical experience has demonstrated the soundness of the view 
that neither chloroform nor the A.-C.-E. mixture should be employed 
with anything like the frequency recommended by him. 

A sentence or two from Mr. ‘Treves’s article on Tuberculosis should 
be written over the doors of many hospitals. ‘‘ The principal elements 
in the treatment are plenty of air, plenty of sunshine, and plenty of 
good food.” .. . Sunshine and dry air are deadly to the 
bacillus, and light and oxygen are of more value than all drugs.” 

A full appreciation of the essential truth of these facts would save 
thousands of lives now lost through well-meaning but futile endeavors 
to attain the same ends by the use of medicine. 

Mr. Stanley Boyd evades any expression of opinion as to the rule 
which should guide surgeons in the operative treatment of recent frac- 
tures of the patella, but very properly places Mr. Barker’s operation at 
the head of those methods which avoid a large, open wound. 

Mr. Dean, in an interesting and exhaustive article on Diseases of the 
Head, thus summarizes the phenomena associated with brain-tumors : 
‘* There are three classical symptoms which are almost certain to be 
present some time during the course of the disease; they are headache, 
vomiting, and optic neuritis. In addition there may be (a) symptoms 
of overaction, such as Jacksonian epilepsy and subjective sensations or 
aure ; (b) symptoms of want of action, such as motor paresis or paral- 
ysis of various kinds. It is very important to bear in mind the pro- 
gressive character of the symptoms; there is a slow but steady march 
from the earliest sign to the fatal termination.” 

In the same article he describes his own operation for the intracranial 
complications of otitis media, exploration having, he thinks, often re- 
sulted negatively because the abscess was cerebellar, or, again, because 
the cerebellum, hein explored, the pus was above the tentorium. He 
adds: ‘‘ If we admit that in the majority of cases it is impossible to 
diagnose in which region the abscess is situated, the decision not to 
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make a complete search for the pus cannot be justified by any argu- 
ment. I have pointed out that in every case of cerebral abscess follow- 
ing otitis media the surgeon can, with one skin flap and with one open- 
ing in the skull, explore both the temporo-sphenoidal lobe and the 
cerebellum. It should be laid down as a rule that in all these cases 
the surgeon must be prepared, before commencing the operation, to 
search, if necessary, both above and below the tentorium. The bone 
should be perforated by a trephine or other suitable instrument at a 
_ one and one-quarter inch behind and a quarter of an inch above 
the centre of the external auditory meatus. By this procedure a part } 
of the lateral sinus and the dura mater just above it are exposed. After 
slightly enlarging the hole upward with a pair of sharp-cutting gouge- 
forceps the dura mater can be incised and an exploration of the tem- 
poro-sphenoidal lobe satisfactorily carried out. If the pus be not found, 
the opening can be enlarged to a slight extent below it. By incising 
the dura mater at this spot the cerebellum can be easily exposed within 
a few minutes of exploring the temporo-sphenoidal lobe.” 

In the treatment of complete prolapse of the rectum Professor Ball 
still prefers the actual cautery so applied as to make vertical linear 
eschars, and he quotes from Van Buren the description of that method 
which, as a rule, gives such excellent results. He advises Whitehead’s 
operation in severe cases of internal piles, but says that ligation is the 
method employed most frequently, and that the clamp and cautery pos- 
sess no advantages over these more exact and scientific methods. 

Mr. Cheyne reviews the evidence as to the parasitic origin of cancer, 
and concludes: ‘‘At the present time, while one must admit the pos- 
sibility that cancer is a parasitic disease, and that these bodies described 
by Ruffer and others are the parasites of the disease, there is no real 
evidence in support of that view.” 

Mr. Henr Morris, in his article on the Urethra, includes among the 
indications for internal urethrotomy ‘‘ a disposition to urethral fever 
and the presence of vesical and renal complications,” adding that these 
‘are not reasons against but in favor of the operation ; because fever 
may be prevented or checked, a free passage provided, and the kidneys 
and bladder relieved from overdistention by the operation.” 

This is very unsound teaching, and if followed would probably result 
in a large mortality-rate. Patients with renal disease and with tight stric- 
ture do not die, as a rule, from the immediate effects of back pressure or 
overdistention. On the contrary, if there have been such pressure and dis- 
tention to any marked extent, great care must be taken not to relieve them 
suddenly even by simple catheterization. These conditions do indicate, 
however, external perineal urethrotomy as the operation of choice ; and 
clinical experience, reinforced by statistics, amply demonstrates the wis- 
dom of selecting this operation in the class of cases under consideration. 

Mr. Morris does not appear to be familiar with the position which the 
operation of castration for hypertrophy of the prostate now holds, the 
published records amply justifying rather — assertions as to its 
value, and certainly entitling it to more than a dozen lines (some of 
which contain an error of statement) in an article purporting to guide 
the surgeon in his management of these trying cases. 

Mr. Treves’s article on peritonitis and the affections of the abdomen 
takes him over ground which he has already illuminated by his work 
and his research. There are many valuable lessons contained in these 
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pages ; but in view of the existing tendency both in and out of the pro- 
fession to exaggerate the frequency and the gravity of appendix disease 
and to subject unnecessarily large numbers of persons to operation, none 
of these teachings seems better worth quoting than the following: “The 
great majority of the cases of perityphlitis (appendicitis) call for no 
operative treatment. In the ultra-acute cases it is well that the abdomen 
be opened at once in the cecal region, and the case considered and dealt 
with as one of perforated peritonitis. Such cases are very uncommon. 
When the evidences of abscess are present, an incision should be made 
into the collection as soon as possible.” . . . ‘* The abscess should be 
opened and drained. It should not be scraped, and it is of no avail to 
make search for the appendix. To excise an appendix by a plastic opera- 
tion when it is situated ac the bottom of a foul + en is not in conformity 
with surgical principles. A gangrenous appendix, if met with, may be 
snipped off, and if a perforated appendix actually presents itself it may 
be ligatured and cut away. As a matter of fact, after an abscess has 
once formed, very little more is heard of the appendix. These abscesses 
are apt to degenerate into fistulz and sometimes into fecal fistule. They 
exhibit, however, a strong tendency to close spontaneously in time. An 
incision in perityphlitis is very seldom called for before the fifth day. 
The wound made is not infrequently followed by a ventral hernia.” 
Want of space prevents us from making further excerpts. Enough 
have been made to illustrate in a general way the merits and demerits 
of the work. The former largely predominate, and the book is sure 
of a place among the more important recent contributions to surgical 
literature. J. W. W. 


GRUNDRISS EINER KLINISCHEN PATHOLOGIE DES BLUTES FUR AERZTE 
UND STUDIRENDE. Von Dr. R. von LimBEcK, Privatdocenten fiir in- 
nere Medicin, ordinirendem Aerzte des K. K. Krankenhaus “ Rudolfstift- 
ung” in Wien. Mit einem Beitrage: D1E GERINNUNG DES BLUTES, von 
Dr. Ernst FREvUND, Vorstand des chem. Laboratoriums des K. K. Krank- 
enhaus “ Rudolfstiftung ” in Wien. 


OUTLINE OF A CLINICAL PATHOLOGY OF THE BLooD. By Dr. RUDOLPH 
von LIMBECK, of Vienna. With a chapter on the COAGULATION OF 
THE BLoop, by Ernst FrEuND. Second edition, with thirty-seven illus- 
trations in the text and two colored plates. Jena: Gustav Fischer, 1896. 


THE enlargement and revision of this useful work are not merely 
nominal. With almost twice the number of pages as the former edition, 
space has also been gained in this one by the omission of some long case- 
histories. The various sections are arranged in a more natural order 
and the clinical part forms a section in itself. All through the book the 
author’s industry is shown by changes and additions. The methods for 
examining the corpuscles are more fully described. The chemical and 
physiological properties of the blood are treated at great length, the chap- 
ter forming a valuable guide to the subject in all its bearings. The 
chapter on the Coagulation of the Blood, by Dr. Ernst Freund, is well 
done. The section on Morphology of the Blood-corpuscles is also a 
complete résumé of the subject. In the chapter on Blood Parasites, the 
malarial organisms and the spirillum of relapsing fever are fully 
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described, filaria and distomum being too briefly mentioned to be of much 
value to either the student or investigator. 

When we come to the clinical section we find that the author’s appli- 
cation of the term ‘‘ outline” is appropriate, and this is to be regretted, 
as a fuller discussion of the clinical problems from one so well-fitted 
would have been most welcome. Von Limbeck gives a new classification 
of anzmias, in which chlorosis, simple primary anemia, leukemia, and 
pseudo-leukeemia are included under Primary Anemias. Concerning 
pernicious anemia, the author now abandons the increased hemoglobin- 
value as a criterion, believing the relative excess is met with in nearly 
all severe anzemias. He says, however, that the evidences of rapid and 
progressive dissolution of red corpuscles, as shown by the hydrobilinuria 
and icterus seem to separate some cases of anzmia, including genuine 
cases of Biermer’s, from others, like chlorosis. We should like to have 
an expression regarding the author’s experience with the leucocytes in 
this condition. He does not mention the relative increase of the small 
mononuclear cells which so many observers have noticed in these cases. 

Leukemia is considered much more fully. The evidence regarding the 
lessening importance of the neutrophile myelocyte as a pathognomonic 
sign is duly set forth, but we miss a distinct statement regarding the 
eosinophile myelocyte in this as well as in the description of the eosino- 
phile cell in the earlier chapter. This is certainly unfortunate, as differ- 
ences in the form of the eosiaophile cells in health and disease have not 
been investigated as much as they deserve. Acute leuksemia, pseudo- 
leukemia, and the secondary anzmias receive appropriate consideration. 

An important feature of Von Limbeck’s work is the extensive bibli- 
ography at the end of each chapter. The enormous accumulation of 
hematological literature, however, is rendered still more evident by the 
numerous omissions in these lists. American and English authors are, 
for the most part, conspicuous by their absence. 

The illustrations are not such as we have been accustomed to by other 
publications of Mr. Gustav Fischer. The cuts are worn and indistinct ; 
many were poor originally. The copies of figures after Laveran contain 
details that we have never seen in any of Laveran’s publications, and, 
although hardly more than diagrams, may, nevertheless, be misleading. 
Figure 30, credited to Laveran, is really from an early article by Golgi, 
and the plates from which it and the following figure were taken might 
have been given with advantage in place of the description on page 290. 
The colored plates are also unsatisfactory. We may mention especially 
Fig. 2, intended to show Neusser’s granules, but by no means charac- 
teristic ; Fig. 4, in which the so-called normoblasts are three times as 
large as normal red corpuscles and larger than megaloblasts in Fig. 3 ; 
Fig. 5, in which the so-called ‘‘ Cornil-Ranvier-Mullersche Markzellen ” 
are of unusual appearance and show only basophile granulations. Ran- 
vier’s name is given here as well as in the text, though we are not aware 
that he had anything to do with the cells in question. These and other 
shortcomings we have mentioned are of trifling importance in comparison 
with the vast amount of valuable material in the book, and, like the 
faults of the first edition, will no doubt soon be corrected in another 
one. The work is indispensable to all who have to examine the blood 
for diagnostic or scientific purposes, as well as to those who would 
quickly learn the present condition of our knowledge of the blood and 
its diseases. G. D. 
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OVARIAN THERAPY. 


M. F. JAYLE states that this consists of the administration of (1) the ovary 
in its natural condition; (2) ovarian powder obtained by desiccation or a 
glycerin extract. The second in two-grain doses a quarter of an hour before 
the noonday meal is preferred. The indications are against (1) the accidents 
provoked by castration; (2) certain ovarian lesions; (8) the normal meno- 
pause; and (4) Basedow’s disease, osteomalacia, etc. He concludes that (1) 
the ovary appears to be the source of an internal secretion which is useful 
to the economy of the woman. (2) This medication appears to be without 
danger. (3) It is followed by permanent success in the troubles provoked 
by the artificial menopause. (4) It appears that it can be used to advantage 
in the different symptoms due to an ovarian lesion (amenorrhea, dysmenor- 
rheea, adiposis, chlorosis). (5) It seems to be useful in certain cases against 
the symptoms of the natural menopause.—Za Presse Médicale, 1896, No. 71, 
p. 437. 


THE EFFECTS OF THE ADMINISTRATION OF THE PITUITARY GLAND. 


Mm. Marret and Bosc have used the gland of the ox, either triturated 
or macerated. In animals (rabbits), excepting disturbances evidently due to 
local infection produced by the subcutaneous injection, very slight effects 
were obtained—a transient elevation of temperature, most marked two hours 
after the injection. Injected into the veins it produces disturbances similar 
to those obtained after injection of blood, namely, death from coagulation. 
If treated by sodium chloride or by heat it produces results similar to those 
of blood-serum when similarly treated, but is distinguished only by a more 
marked myosis. If given by the mouth, beside a slight elevation of tem- 
perature, there are noticed gastro-intestinal disturbances and a temporary 
albuminuria, Evidently this substance possesses only a slight degree of 
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toxicity. With dogs nothing of importance is noticed ; subcutaneous injections 
give rise to some emaciation and slight and temporary elevation of tempera- 
ture. With healthy men substantially the same results were reached. To 
ascertain its effect upon epilepsy twenty-one cases were studied; of these, 
six are carefully reported. From these the following conclusions are pre- 
sented : (1) The injection and ingestion of the pituitary gland do not diminish 
the attacks of epilepsy; if it has any action, it is generally to increase them. 
(2) The ingestion of this substance produces, quite constantly, attacks of de- 
lirium. These attacks, which come on three or four days after its adminis- 
tration, resemble in certain cases the agitation peculiar to epileptics, if indeed 
they may not be simple coincidences. In other cases they present especial 
characteristics which have not been before noticed.— Archives de Physiologie, 
1896, No. 3, p. 600. ~ 
THE ACTION OF THYROID PREPARATIONS UPON PATIENTS SUFFERING 
FROM GOITRE. 


Drs. ARTHUR IssAI, BERNHARD VAS, and GEzA GARA have made use of 
the tablets in three very carefully observed cases, and report their conclu- 
sions as follows: (1) The goitre has diminished in size. (2) The body- 
weight is diminished ; the most marked result being obtained after long- 
continued use, and is in proportion to the amount of the gland-substance 
taken. (3) The amount of urine is increased. (4) The nitrogenous excre- 
tion in the urine is increased. (5) The balance of nitrogenous excretion is 
a negative one, i.¢., more is excreted than is taken in. (6) The uric-acid 
excretion is increased, especially during the first days of the treatment. (7) 
The excretion of sodium chloride and of phosphoric acid is increased. From 
these observations it would seem that the fat-layer very probably shares in 
the diminution of weight.— Deutsche medicinische Wochenschrift, 1896, No. 28, 
8. 439. 


ACCIDENTS CHARGEABLE TO SERUM-THERAPY. 


Dr. G. H. RoGer states that the appearance of an abscess is not due to 
the method, but to want of care, insufficient disinfection of skin or instru- 
ments, or to change in the serum. The only exception to this statement is 
when antistreptococcal serum obtained from animals immunized by means of 
living cultures is used, and the use of this serum should be abandoned. Ex- 
anthemata are not due to the same causes as are abscesses. They are not to 
be avoided, for they are caused by normal as well as by the various antitoxic 
serums. They appear generally three or four days after the injection, and 
even to the tenth or twentieth day. The age of the subject nor the amount 
of the serum used has no connection with their appearance; all depends 
upon the individual predisposition. Other manifestations—urticaria, ery- 
themata, and coincidently fever aid articular symptoms, which may seem to 
be severe and sometimes really alarming symptoms, as albuminuria—hemor- 
rhages and gastro-intestinal disturbances may be observed. Some serums are 
prone to give rise to disturbances; others are harmless. It would seem that 
these manifestations are less frequent if the serum is removed from the animal 
while fasting. The arthropathies do not go on to suppuration (Broca’s case 
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is an exception). The fever is often slight and temporary; it is observed 
after the injection of normal serum. Serum has a diuretic effect according 
to some writers ; others have noticed a diminution of urine. It, however, 
increases the excretion of urea and the phosphates and diminishes that of 
the chlorides. As for albuminuria, the opinions are varied. The view of 
the author seems to be that it may give rise to this condition; generally it is 
but temporary. Besides hemorrhagic nephritis and cutaneous hemorrhage, 
notably purpura, it may produce epistaxis and uterine hemorrhage. In one 
instance of pregnancy it produced no disturbance. As to modification of the 
blood, it is difficult to say whether these hemorrhages are due to vasomotor 
changes or to those of the blood itself. It evidently produces a leucocytosis. 
Other accidents have been noted—vomiting, profuse, dysenteric, and san- 
guinolent diarrheeas, glandular swellings, swelling of the spleen, and cardiac 
disturbances. In spite of this long list of accidents there is no reason for 
restriction of the use of these serums, but our efforts should tend toward 
improvements in their manufacture, so that useless and harmful substances 
may be eliminated.— Gazette hebdomadaire de Médecine et de Chirurgie, 1896, 
No. 64, p. 757. 


ARTIFICIAL DIPHTHERIA ANTITOXIN. 


Dr. G. SMIRNow states that the preparation of the toxins in bouillon is 
easier, more convenient, and cheaper than in serum, and in addition equally 
good results are obtained. This substance is obtained by electrolysis of the 
diphtheria toxins, and its use upon the twelve guinea-pigs previously infected 


with diphtheria shows that in each instance recovery followed.—Berliner klin- 
ische Wochenschrift, 1896, No. 27, 8. 597. 


KITASATO’s ANTICHOLERA SERUM. 


Dr. A. NAKAGAWA reports the results of its use in one hundred and ninety- 
three cases. The former rate of mortality (among Japanese) has been about 
70 per cent. In these cases the percentage was lowered about 20. The sub- 
sidiary results are similar to those of diphtheria antitoxin: (1) Urticuria, 
very common. (2) Arthralgia, observed in only eighteen cases. (8) Myalgia 
in six cases. The difference in prognosis, according to the time which had 
elapsed before coming under observation, is shown as follows: Less than 
eight hours, no deaths; eight to twelve, 22.2; twelve to twenty-four, 32.1; 
twenty-four to forty-eight, 39.7; forty-eight to seventy-two, 38.7; over 
seventy-two, 31.1 per cent. mortality. Three cases were observed in children 
under two years of age.—British Medical Journal, 1896, No. 1855, p. 121. 


THE RESULTS OF HAFFKINE’S ANTICHOLERA INOCULATIONS. 


Mr. ARTHUR POWELL has summarized all of the observations in India 
hitherto published and while they are not sufficiently numerous to have 
definite conclusions, they hold forth strong encouragement for continuing the 
experiments on an extended scale. He concludes: (1) That the inocula- 
tions even in the larger doses hitherto used do not confer a complete immu- 
nity. (2) That a considerable degree of immunity seems to be conferred 
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when the doses injected are sufficiently large to produce marked febrile reac- 
tion; and (3) that smaller doses confer little or short-lived protection.— The 
Lancet, 1896, No. 3808, p. 169. 
ACUTE HEMORRHAGIC SEPTICEMIA TREATED BY ANTISTREPTOCOCCUS 
SERUM. 


Messrs. CHARLES A, BALLANCE and FRANCIS C, ABBOTT report a single 
case. The patient, a physician, pricked his thumb in making a post-mortem 
examination. Cellulitis and lymphangitis followed, and within twenty-four 
hours the whole body was covered with a svarlet septic erythema. The face 
was puffy and the eyes suffused. There was severe pain in the arm, and in 
the intervals of pain he was listless and drowsy. Later the rash became 
hemorrhagic in places, the drowsiness became more marked, the respiration 
was rapid, vomiting occurred several times, and there was slight bleeding 
from the nose. Less than a drachm of antistreptococcal serum was injected 
and repeated every four hours. Strychnine and digitalis were subsequently 
given, and upon the third day of its administration the dose of the antitoxin 
was doubled. Convalescence was established, although the rash did not dis- 
appear until the eighth day of the disease. The following results are appar- 
ently obtained: (1) The mind became clear, notwithstanding the high fever. 
(2) The frontal headache ceased. (8) The tongue began to clear, and became 
moist from the edge until it was clean, moist, and of a peculiar pink color 
over its entire surface. (4) The pulse became slower and of better quality. 
(5) The respiration was slower and never jerky afterward. (6) The skin, 
which was dry and feverish, became moist, and sweating occurred. (7) The 
wounds (incisions, to relieve tension) healed without suppuration; and the 
threatened inflammation of the great synovial sac under the anterior annular 
ligament subsided.—-British Medical Journal, 1896, No. 1853, p. 2. 


THE EXCEPTIONAL EFFECTS OF THE BROMIDES. 


Dr. S. WEIR MITCHELL notes, among the effects, irritability, increase of 
irritability or melancholy at menstruation, bad temper, suicidal or homicidal 
tendencies, temporary delusions in trauma affecting the brain, and exception- 
ally melancholia may rise to the grade of danger and occasion suicidal 
impulses. In one instance when irritability followed the use of bromides, 
excitability could be as easily and more quickly awakened by the smallest 
amount of alcoholic stimulus or any large use of tobacco. It is also known 
that the bromides are competent to give rise to suicidal and homicidal im- 
pulses.— University Medical Magazine, 1896, No. 9, p. 661. 


POISONING BY PYROGALLIC ACID. 


M. DALCHE reports that a young man of twenty-three years took two hun- 
dred and twenty-five grains of this drug dissolved in absinthe and water. In 
the evening he suffered from black vomit and burning secretions in the 
throat. The second day there was slight jaundice, the lips were purple, the 
urine was dark, almost black, and contained methemoglobin and oxyhemo- 
globin, The liver and spleen were enlarged. Two days after he became deli- 
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rious and died in coma. On necropsy the alimentary canal, lungs, and brain 
were found to be healthy. The liver and spleen were enlarged. ‘Ihe kidneys 
were colored dark brown, the tubes of the cortex and the glomerular cavities 
were filled with small refractive spheres, which were also found in the capil- 
laries and veins. These spheres, of the sizeof a red blood-corpuscle, gave 
the micro-chemical reaction of iron. The epithelium of the convoluted 
tubes seemed to be unchanged and did not contain any pigment. It may 
be concluded that in this instance there was a profound change in the blood, 
with destruction of the corpuscles, a lesion entirely different from that of 
paroxysmal hemoglobinuria.—Journal des Praticiens, 1896, No. 22, p. 349. 


ANTITETANIC SERUM. 


M. HAUSHALTER states that one has his choice between the liquid serum, 
which should be employed in large doses; the dry, which is more active, 
and the antitoxin of Tizzoni. The statistics do not show in the mortality 
a sufficient lowering for forming an opinion, since the death-rate varies con- 
siderably according to the intensity of the disease. The general impression 
obtained from his paper is that the serum does not influence the course or 
the result of the disease when it is of a severe or rapid character, and that 
when cure has resulted it is apparently independent of the action of the 
serum. The preventive action is better established, but there are great diffi- 
culties in its application, for no one knows what wounds and what injuries 
will be followed by tetanus.—Journal des Praticiens, 1896, No. 33, p. 528. 


THE INDICATIONS FOR SERUM-THERAPY IN SYPHILIS. 


Dr. Rocuon calls attention to the fact that the treatment of syphilis does 
not consist only in gorging the patient with mercury or the iodides, but we 
should attend to the organism itself. It is proved that the organism can 
battle with an infection by producing a substance which will arrest or at 
least modify the evolution of a virulent agent—that is, an antitoxin. Mer- 
cury and the iodides, either by increasing the resistance of the organism or 
by diminishng the virulence of the infectious agent, can give victory to the 
subject attacked; but if the subject is incapable of reaction, then it is neces- 
sary to interpose another force. In case the organism is incapable, and when 
hygiene and rest remain insufficient, then sero-therapy finds its true and in- 
deed its cnly indication. Three observations are reported, the serum being 
taken from a syphilitic of from six to eight years’ duration, the last symp- 
toms dating back three to six months. The conclusion is that the serum, 
when used for severe manifestations, is of doubtful power or even inert. Its 
use is chiefly then in the tertiary stage of the disease.—La Médecine moderne, 
1896, No. 70, p. 553. 

VaccINE PRropuceD BY PassING THE VIRUS OF SMALLPOX THROUGH 
THE Cow AND CALF. 


Dr. W. J. SIMPSON reports his experiments, which show an intimate rela- 
tionship between smallpox and vaccine. In these experiments, some of 
which were carried out in“<Aberdeen and others in India, successes were 
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obtained from inoculations of lambs, cow, heifer, healthy fowl, sheep, and 
calves, from which active vaccine was obtained.—Jndian Medical Gazette, 
1896, No. 6, p. 205. 


THE TREATMENT OF NEURALGIA BY INJECTIONS OF OsMIC ACID. 


Dr. ERWIN FRANCK reviews the literature from 1882, recommending osmic 
acid, 1; distilled water, 6; glycerin, 4; (Schapiro) to be kept in a closed 
bottle. Of this one-sixth of a grain of the drug is to be used, although in 
one instance the dose was four times this amount. Three cases are reported 
-—right facial neuralgia, sciatica, and tabes in ataxic stage. In the first cure 
was obtained ; in the second disappearance of the pain for eight weeks, recur- 
rence which the treatment failed to relieve ; in the third relief of the hyper- 
esthesia and neuralgia of the ulnar nerve, cessation of the pain during time 
of observation (one month). The needle should be inserted perpendicu- 
larly and deep into the muscles or to the bone as near as is possible to the 
most painful point, the overflow on the skin being prevented by a bit of cotton. 
When injections are made into the face, a smaller quantity should be used 
in order to avoid induration, which may be of a dark color.—Foréschritte der 
Medicin, 1896, No. 16, 8. 609. 


PANBOTANO. 


Dr. GABRIEL PoucHET states that this drug. of Mexican origin, contains 
(1) an appreciable quantity of saponin. (2) An alkaloid, at present unde- 


termined, of which a hydrochloride has been prepared. (3) A colored, and 
(4) a colorless substance. (5) A certain proportion of tannin. The alkaline 
resinate (colored resin combined with an alkali) is an energetic irritant, and 
in intraperitoneal injection (guinea-pigs) caused death; the symptoms are 
depressed temperature, abolition of reflexes, slowed heart and respiration. A 
solution of the alkaloid acts similarly, the slowing being more marked. In 
man the drug was found equally irritating, due, in great part, at least to the 
colored resin. These experiments are insufficient to interpret the action of 
the drug, which appears to be efficacious in malarial disease, but they serve 
to demonstrate that there is to be found in the drug several active principles 
whose pharmacodynamic study presents much interest.—Les nouveaux Reme- 
des, 1896, No. 15, p. 441. 


PELLOTIN. 


Dr. A. HEFFTER has carried out laboratory experiments upon this drug 
which possesses the chemical formula C,;H,,NO,. This occurs in crystalline 
tablets of a bitter taste, with difficulty soluble in water, but readily in alco- 
hol, ether, and chloroform. With acids can be made crystalline salts, the 
hydrochloride being chosen for therapeutic purposes. With frogs, after in- 
jection, slight narcosis follows in from ten to fifteen minutes. The reflexes 
are somewhat diminished and strong irritations are necessary to obtain re- 
pose. After twenty to thirty minutes there comes a distinct increase of 
reflex excitability, then follows spasms, recalling those of strychnine-tetanus. 
This period of increased excitability of the reflexes may continue with 
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undiminished intensity for several days. If large doses are now adminis- 
tered, this condition sooner or later passes into one of complete paralysis. 
The irritability of motor nerves is destroyed ouly after long periods of 
spasms. The explanation of these symptoms lies in the increased excita- 
bility of the spinal cord. It is excreted by the kidneys, at least the alkaloid 
can be found there in small quantities. For healthy men the dose, as a 
hypnotic, is about a grain. About two hours after taking it by the mouth 
there come on a feeling of weariness, weight of the limbs and eyelids, and 
a disinclination to bodily and mental exertion. The pulse-rate is dimin- 
ished for about an hour. Headache and nausea have been observed. The 
poisonous symptoms are those of a narcotic through paralysis of the brain, 
and later tetanic symptoms which have their origin in the increased irrita- 
bility of the spinal cord. This places the drug, froia the pharmacological 
standpoint, in the morphine group.—Therapeutische Monatshefte, 1896, Heft 
6, 8. 327. 


A CASE OF CEPHALIC TETANUS. 


Dr. J. M. VAN Corr reports that of a four-year-old boy, who presented 
muscular twitching of the face, the mouth being drawn slightly to the left 
side, general irritability of temper, and attacks of screaming with no apparent 
cause. Three days later there was paralysis of muscles of the right side of the 
face, the mouth drawn to the opposite side, the forehead of the left side 
wrinkled, ptosis of right eyelid, and complaint was made of pains in the back 
and general stiffness of the arms and legs. Two days later there appeared 
spasm of the muscles of deglutition, mastication, and those of the neck, the 
head: was drawn backward and the jaws firmly locked. This attack lasted 
for ten minutes, when the muscles of the neck and back relaxed, but the jaws 
remained closed. Profuse flow of saliva appeared later. During the follow- 
ing two weeks all the symptoms increased in severity, opisthotonos being 
constantly present, and death took place about one month from the date of 
the first record, during a severe convulsion. The only lesion noted was a 
white pimple at the base of the nose, which, according to his mother, had 
been present for ten days. The treatment consisted of absolute quiet, warm 
baths, chloral, and potassium bromide in large doses by the mouth and by 
the rectum. He was fed through a tube upon peptonized foods, stimulants, 
and milk.—Brooklyn Medical Journal, 1896, No. 7, p. 401. 

[See THE AMERICAN JOURNAL OF THE MEDICAL SCIENCES, 1896, vol. 
cxi. p. 590.—R. W. W.]. 


EUCAINE. 


Dr. GOR has used this drug in dermatological and urinary practice be- 
cause of the expense of cocaine, notably in cystoscopic work. The best results 
were obtained with a one-half of 1 per cent. solution, which has been used 
after the manner of Schleich’s infiltration method. The first injection is 
somewhat more painful than Schleich’s solution; with the rest there was 
noticed no difference. Phimosis and buboes can be operated upon with abso- 
lute freedom from pain, and after infiltration of the base large condylomata 
acuminata can be removed by the galvano-cautery loop. Furuncles can be 
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incised without the least pain. An advantage is found in the fact that the 
drug can be heated with spring-water without decomposition, and thus sterile 
solutions can be obtained ex tempore without the addition of a disinfectant. 
Since this drug is an irritant, it should not be used in the urethra when more 
frequent than daily anesthesia must be obtained. The hyperemia resulting 
from the use of this drug is a contraindication to its use in cystoscopic inves- 
tigations, in which a tumor or lesion with tendency to hemorrhage is sus- 
pected.— Therapeutische Monatshefte, 1896, Heft 7, S. 378. 


ARSENICAL PARALYSIS, 


M. Comsy reports that a girl of seven years, suffering from a severe chorea, 
received about four grains of arsenous acid in eleven days. The choreic 
movements permanently ceased upon the fifth day, but on the sixth there 
was some vomiting. Two months later she returned, presenting a paraplegia 
which had existed for six days. That is to say, she had remained entirely 
well for forty-six days after the last dose of arsenic. Upon her reappearance 
there was absolute loss of power of the lower limbs, abolition of the patellar 
reflexes, and of the plantar sensibility to tickling, but there was preserva- 
tion of the sensibility to pain. There was no muscular atrophy nor appre- 
ciable trophic disturbances, the intelligence was good, there was no pain, and 
the appetite was preserved. She was treated by electricity, strychnine, and 
sulphur baths. In spite of this the paralysis progressed and involved the 
trunk and upper extremities. Control over the bladder and bowels was 
lost. After ten days this incontinence ceased, and movement returned to the 
upper and later the lower limbs. Five weeks later the child was cured, she 
walked alone, stood upon one foot, the tendon-reflexes returned, and the 
general condition continued to be excellent. There was no doubt that the 
dose of arsenic was too large, and it should not be pushed beyond the 
limits of tolerance, but stopped when nausea, vomiting, and gastric dis- 
turbances present themselves.—Journal des Praticiens, 1896, No. 27, p. 428. 


THE TREATMENT OF CONSTIPATION. 


Dr T. LAupER Brunton regards this symptom as the reaction of a 
healthy organism to unfavorable surroundings, viz., too soft food, too little 
water, or too little exercise. For the first, one may advise bread, either made 
of the whole grain or with more or less bran ; vegetables in abundance, either 
cooked, as spinach, cabbage, broccoli, Brussels-sprouts, cauliflower, carrots, 
turnips, parsnips, and the like, or raw, as tomatoes or celery. Fruits are of 
advantage—melons, apples, oranges, and figs. When stewed prunes are in- 
efficient in keeping the bowels open, some senna leaves may be tied in a bag 
and placed in the receptacle in which the prunes are to be stewed. This 
plan has often been successful when the ordinarily stewed prunes have failed. 
Sugars in themselves are useful laxatives. A favorite addition to the break- 
fast is marmalade which contains vegetable salts, sugar, and also the hard 
skin of the orange cut into small pieces, which are rather indigestible and 
give a mechanical stimulus to the bowel. Water, insufficient in quantity or 
abnormal in quality, is a cause of dryness of the howel which results in 


MEDICINE. 595 


constipation, which may be lessened by the taking of a tumblerful of hot or 
even of cold water on rising in the morning and on going to bed. For waters 
from a chalky soil, some of the bottled waters, soda, potash, or aérated water, 
should be substituted. The habit of evacuating the bowels at a certain time 
should be formed; at night if the patient suffers from hemorrhoids. Exer- 
cise is of advantage, massage, rubbing the bowels in the direction taken by 
the hands of a watch, are also useful. In delicate women, especially those 
suffering from ovarian or uterine trouble, exercise may be harmful. In defe- 
cation where the floor of the perineum is lax 1t may be necessary to press 
the fecal mass forward in something of the same way in which the accou- 
cheur turns forward the child’s head. Open-air defecation causes a stretch- 
ing of the floor of the pelvis and affords support to the fecal mass as it is 
forced backward by the action of the abdominal muscles. This can be 
imperfectly imitated in the closet by the patient leaning forward to an 
acute angle. In some cases hydropathic treatment is useful, wet compresses 
to the abdomen two or three times daily and sitz baths, cold in summer and 
with the chill taken off in winter.— The Lancet, 1896, No. 3796, p. 1483. 
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SYRINGOMYELIA FOLLOWING TRAUMATISM. 


EULENBURG reports a case, one of three similar ones he has had occasion 
to examine. A tinsmith, aged forty years, accidentally burned his right 
thumb over a gas-flame in 1886. There was great pain, and a bleb formed, 
but the man wrapped up the thumb and continued to work. Five days 
later a bit of zinc-plate, wet with hydrochloric acid, got under the dressing 
and directly on the wound. On the following days the patient had repeated 
attacks of nausea, with temporary loss of consciousness, followed by severe 
and extensive phlegmons, requiring deep incisions and threatening the loss 
of the thumb. There was no diminution of sensibility. No foreign body 
could be found then, nor could one be found at first in askiagraph. The 
latter seemed to reved$disease of the phalanges and metacarpal bones of the 
injured hand, the bones giving fainter pictures than those of a normal hand. 
Later, however, a small foreign body could apparently be seen at some dis- 
tance from the old wound, perhaps a fragment of the original piece of metal. 
After the inflammation subsided the arm became weaker. The patient was 
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unable to work, but as no objective disease could be found was considered a 
malingerer. Later, atrophy of the right, later still of the left arm, became 
manifest, gradually involving the shoulders. Considerably later—about a 
year ago—dissociated disturbances of sensibility appeared, and the diagnosis 
of syringomyelia was made. Narrowing of the pupils and the approxima- 
tion of the lids are now present on the right side, and there is scoliosis of 
the cervico-dorsal part of the spinal column. 

The original article contains a discussion of possible objections to the causal 
connection advanced, and also of the possibility of zinc-poisoning, not neces- 
sary to detail here.— Deutsche med. Wochenschrift, 1896, No. 29. 


PARALYTIC CHOREA, 


GuMPERTZ (Berliner klin. Wochenschrift, 1896, No. 31) reports the following 
interesting case: A girl, now eight years old, had articular rheumatism at 
three years, soon followed by chorea. In the course of the latter speech was 
lost, and in a few weeks complete loss of voluntary motion followed. Re- 
covery ensued, but a year later a similar set of symptoms developed, also 
ending in recovery. The next year the child escaped a recidive, but a year 
later chorea minor appeared. At first motility and strength were normal, 
but in a short time paralysis developed. There were lively choreic spasms 
of the facial muscles, with tossing of the arms and legs. At the same time 
all voluntary and co-ordinated movements became impossible, except those 
of the eye. The tongue could be protruded, with fibrillary tremors. With 
evident efforts the patient could pronounce simple words in an explosive 
manner and with excessive grimaces. All the voluntary muscles were per- 
fectly lax. The sphincters were not affected. The knee-jerk was absent. 
Electric excitability remained ; sensation was not impaired ; the skin-reflexes 
normal. There was a well-compensated mitral stenosis. The persistence of 
the chorea after paralysis and the tendency to recidive distinguished Gum- 
pertz’s case from most cases previously reported. The differential diagnosis 
is given briefly, with a reference to other cases. 


DIABETES MELLITUS AND CIRRHOSIS OF THE LIVER. 


PUSINELLI has made an interesting study of a case in which these condi- 
tions occurred. The patient’s father had a history of cataract and thirst, so 
suggesting diabetes, but reached the age of eighty-five years. There seemed to 
be nothing in the patient’s history to account for his own disease. This began 
in 1887, with mild, temporary jaundice, ascribed at the time to overwork. 
There was no glycosuria. In 1888 thirst became noticeable, and examina- 
tion showed 1} to 2 per cent. of sugar in the urine. This disappeared after 
treatment at Carlsbad, but soon returned. Up to 1892 the annual visit to 
Carlsbad was followed by cessation of diabetes for some months. After 1892 


’ the sugar did not disappear under Carlsbad treatment, but the symptoms of 


diabetes were not marked. After a mental shock in 1893, followed by catch- 
ing cold, mild jaundice and swelling of the abdomen developed. Soon after 
this ascites, edema of the feet, and enlargement of the liver and spleen were 
discovered. Paracentesis of the abdomen was followed by rapid reaccumu- 
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lation of the fluid. The operation had to be repeated twice again within 
three weeks, twenty-eight litres of fluid being removed in all. After a fourth 
tapping with a large trocar the fluid oozed away for a week, and the ascites 
never appeared again. By the end of six months after the shock the patient 
was able to resume his business. The jaundice gradually disappeared, the 
enlargement of the liver and spleen diminished, but did not entirely cease. 

Before the ascites began the urine contained sugar to the amount of 2 to 
5 per cent., with a trace of albumin. When ascites was at its height both 
sugar and albumin disappeared, and did not reappear until two weeks after 
the last tapping, and when the amount of urine again exceeded the amount 
of fluid ingested. This change in the condition of the urine was quite inde- 
pendent of treatment or diet. Similar occurrences have been reported by 
others, but no satisfactory explanation has been given. Treatment during 
the ascites consisted in the administration of potassium bitartrate in half- 
ounce doses with the occasional administration of Carlsbad salt. 

The patient died after about two years and a half of fair health. The 
glycosuria diminished, anasarca and albuminuria developed. Autopsy 
showed widespread atheroma of the arteries; marked sclerotic changes in 
the liver, especially in the portal areas; fresh tubercles on the peritoneum ; 
ascites ; enlarged spleen; diabetes-kidneys; recent tubercles on the pleure, 
and old and recent tuberculous changes in the lungs. 

The author considers the liver disease in such cases as one sui generis. It 
is characterized by marked increase in the size of the liver and spleen, but 
little tendency to contraction on the part of the liver, and accompanied by 
pigmentation of the skin.— Berliner klin. Wochenschrift, 1896, No. 33. 


GUMMA OF THE (ESOPHAGUS. 


BERGER (Deutsche med. Wochenschrift, 1896, No. 32) treated a patient with 
this unusual cause of stenosis of the cardia. A man, fifty-five years old, with- 
out definite history of syphilis, but with a history of severe headaches, an 
eruption without itching, and, on coming under observation, enlarged in- 
guinal glands, had vomiting several times a day, usually after meals. This 
had lasted a year. There was a loss of weight amounting to thirty kilograms. 
The patient would not permit the exploration of the esophagus, but the sus- 
picion of stenosis of the cardia which was raised by the history was confirmed 
by the usual symptoms of complete obstruction, which appeared a month 
later. At that time even the smallest sound could not be passed beyond the 
cardia, and there was a slight obstruction in the upper part of the esophagus. 
At first it was supposed the patient had carcinoma of the cardia, with a meta- 
stasis above. Later on, however, the long course of the disease and the 
absence of cachexia raised again the thought of syphilis. Potassium iodide 
was accordingly prescribed. Improvement soon began, and in about a month 
it was possible to pass a sound into the stomach. The obstruction higher up 
had also disappeared. As the patient continued to improve, the slight pos- 
sibility of an ulcerating carcinoma became altogether improbable, and the 
author’s diagnosis of gumma will no doubt be accepted. That such obstruc- 
tions are due to gummata rather than gummatous scars is the general opinion 
of others who have investigated the subject. 
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THE PYOGENETIC ACTION OF THE TYPHOID BACILLUS AND BACILLUS 
CoLl. 


A.ScHMIDT reports two interesting cases (Deutsche med. Wochenschrift, 1896, 
No. 23). In the first, a man of thirty-four years, symptoms of subphrenic 
abscess developed ten days after the beginning of convalescence from typhoid 
fever. By the end of three weeks the signs were quite marked. Operation 
revealed an abscess containing three litres of thin, light-brown pus, having 
a stale but not fecal odor. Recovery was rapid. Bacteriological examina- 
tion of the pus gave a pure culture of typhoid bacilli. The course uf infec- 
tion was not clear. From the absence of fecal odor in the pus the author 
concludes that the bacilli probably came from an abscess in the spleen or in 
a mesenteric gland, rather than from the intestine directly. The physical 
characteristics of the pus in this case resembled those in the case of post- 
typhoid abscess reported by A. Frinkel. 

In the other case, a student with colitis, empyema developed. The strongly 
fetid pus gave a pure culture of colon-bacilli. The infection of the pleura no 
doubt followed the route through the retroperitoneal connective tissue, a pro- 
cess not uncommon in the course of abdominal inflammation, some interest- 
ing examples of which have been published by Curschmann. 


PRODROMAL AND SECONDARY EXANTHEMATA. 


BERNHARD (Miinchener med. Wochenschrift, 1896, No. 34) calls attention to 
the importance of the prodromal and secondary rashes in various diseases. 
The prodromal rashes are most frequent in measles and rubella, but occur 
also in diphtheria, pneumonia, scarlatina, varicella, and pertussis. They 
have no peculiar character in the various diseases, polymorphous rashes 
being the rule. Diffuse erythema or macules of various sizes and various 
degrees of redness occur. Usually the rash does not last more than three 
days. The face is not affected. Sometimes the rash fades if the patient is 
kept exposed for some time. Conjunctivitis is not present, but photophobia 
may be in the early stages of measles. Pharyngitis is frequent. There is 
little or no fever, but apathy, anorexia, indisposition, or malaise may be 
observed. 

The secondary rashes, according to the author, occur in three forms. The 
first appears from the tenth to the twenty-first day in those who have had 
rhinitis, rhagades on the lips, aphthous ulcers, necrotic anginas, exanthemata 
or pneumonia. There are red spots the size of lentils on the body and ex- 
tremities. The face is but slightly affected. The macules. become larger, 
confluent, pale in the centres, with elevation of the margin. The tempera- 
ture at such times tends to fall. The diazo-reaction may be present. Bern- 
hard thinks this rash is like that described by Raudnitz as erythema exuda- 
tivum multiforme septicum, which Martineau saw follow vaccination. 

The second form, which occurs in the same kind of cases, has often been 
observed in secondary streptococcus infections. About the end of the second 
or beginning of the third week lentil-sized macules occur over the joints, 
especially the knees, and spread centripetally. An epidemic occurrence may 
be observed, as Hutinel claimed, so that isolation should be practised. 
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The third form of the rash occurs as a scarlatiniform redness. It appears 
earlier than the others, and, in contrast to them, may be accompanied by a 
rise of temperature. Streptococci are concerned in some but not all of these 
cases, in which Bernhard thinks the primary virus may sometimes cause the 
secondary rash. In one of his cases diphtheria-bacilli were present, 


TETANY IN CHILDHOOD. 


HAUvsER (Berliner klin. Wochenschrift, 1896, No. 35), as the result of an exten- 
sive investigation, gives the following conclusions regarding tetany in child- 
hood: 1. There is a genuine tetany affecting children, which in part of the 
cases is precisely like tetany of adults. Its most striking symptom is the 
contracture of the extremities. With this one finds one or all of the symp- 
toms of the so-called tetanic triad. The etiology of the infantile tetany is 
not yet demonstrated. Healthy children are rarely affected. Rickets seem 
to be an important predisposing cause. The exciting cause in many cases 
is a gastro-intestinal disturbance. This is proved by the frequent association 
of the two conditions, and by the success of treatment directed to the acute 
dyspepsia. Infantile tetany is a dangerous and often fatal disease. At 
present the only causal treatment possible is that indicated in cases with 
digestive disturbances. In these one should empty the stomach and bowels 
by lavage and cathartics, remove toxins already present, and endeavor to 
prevent their further production through the decomposition of albuminoids 
by keeping up amylaceous diet for a time. In other cases a similar diet 
with narcotics (bromides, chloral) should be used. 

2. Besides the tetany with typical contractures there is a latent tetany in 
childhood. The diagnosis of this form is based on the demonstration of 
increased irritability of the nerves to the galvanic current, which does not 
occur to the same extent in any other disease. Trousseau’s symptom is of 
equal importance, if present. A well-marked Chvostek’s symptom may aid 
in the diagnosis, but is not diagnostic in the absence of the others. 

3. Cases of latent tetany frequently show severe spasm of the glottis as 
their most marked symptom. All cases of spasm of the glottis, especially if 
severe, must therefore be examined with reference to tetany, especially by 
the aid of Erb’s and Trousseau’s symptoms. 

4. The larger majority of cases of spasm of the glottis have no etiological 
relation with tetany. There is, however, a close relationship between rickets 
and laryngospasm. 

5. The spasm of the glottis has no demonstrated causal relationship with 
craniotabes. 


VARIETIES OF THE TYPHOID ERUPTION AND THEIR SIGNIFICANCE. 


SINGER ( Wiener klin. Wochenschrift, 1896, Nos. 15 and 16) has examined 
the skin lesions which sometimes appear in typhoid fever in the form of 
papules, each of which has a small pustule on its summit. He has exam- 
ined bacteriologically blood obtained by incising these small follicular 
abscesses, and has obtained cultures of typhoid bacilli four times in five 
cases. One of these was a doubtful case, in which the diagnosis was made 
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by the culture. In sections of the papules the bacilli could not be found. 
Singer is disposed to look on the typhoid eruption as a direct infective pro- 
cess in the skin, and not as a reflex. 


ACUTE GENERAL INFECTION WITH FRIEDLAENDER’S BACILLUS IN A CASE 
oF OTITIS MEDIA AND EMPYEMA OF THE MASTOID. 


BRUNNER (Miinchen. med. Wochenschrift, 1896, Nos. 13 and 14) reports the 
following: A man of fifty-five years had empyema of the antrum after acute 
otitis media. The mastoid was trephined and the pus removed. Symptoms 
of meningitis followed, with evidences of general infection, including high 
fever and pus in the urine. Death followed two weeks after the operation. 
There was extensive meningitis; discolored clots in the transverse and longi- 
tudinal sinuses ; erosion of the temporal bone communicating with the tre- 
phine-opening ; enlarged and soft spleen; advanced cirrhosis of the liver ; 
small abscesses with hemorrhagic margins in both kidneys. Examination 
of the pus removed at the operation as well as that obtained at the autopsy, 
blood from various organs, and urine showed a pure culture of Friedlinder’s 
bacillus. The origin of the fatal disease in an otitis media caused by bacilli 
from the nasopharynx seems clear. The author believes that among pyemias 
due to Friedlinder’s bacillus the meningeal forms occupies an important 
place. In both this and the pneumococcus infection the source of the bac- 
teria is such as to readily infect the meninges. 
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Two Cases oF PULMONARY ABSCESS TREATED BY OPERATION. 


The London Lancet (1896, No. 8, vol. ii.) contains an account of two cases 
of pulmonary abscess under the care of Dr. F. J. SmirH and Mr. FREp- 
ERICK TREVES. Both cases presented the same fundamental symptom — 
excessive fetor of the breath. 

The operation consisted in raising a triangular-shaped flap over the dis- 
eased area, and resecting portions of the ribs exposed. In the first case the 
parietal and visceral pleure were adherent at the point exposed. An inci- 
sion was made directly in the lung, and very offensive pus evacuated. In 
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the second case the pleure were not adherent and the margin of the wound 
was plugged with iodoform-gauze in such a way that a circular patch only 
of the lung beneath was exposed. A trocar introduced into the lung thus 
exposed failed to draw any pus. The lung was then incised, and more than 
an inch of healthy parenchyma was passed through before the abscess-cavity, 
which was the size of a cricket-ball, was reached. The bleeding was com- 
paratively insignificant. 

In both cases the cavity was scraped, dried, and stuffed with iodoform- 
gauze, the end being brought out of an incision made in the centre of the 
skin flap, which was sutured in place. The original tampon was not dis- 
turbed for four days. Both cases made good recoveries, although the first 
one required a second opening. 


THE RELATION BETWEEN MALIGNANT LYMPHOMA AND TUBERCULOSIS. 


DIETRICH comes to the following conclusions (Beitrége zur klin. Chirurgie, 
Bd. xvi. Heft 2) at the end of his interesting and careful researches, which 
were carried out in Bruns’s clinic: 

1. There are combinations of malignant lymphomas with tuberculosis of 
the glands themselves or of other organs, although no etiological relation 
between the two is supposed to exist. 

2. There are not a few cases of multiple lymphoma in which the differen- 
tial diagnosis between tuberculosis and benign lymphoma can scarcely be 
made clinically, and in the absence of softening and breaking down pass 
under the mask of malignant lymphomata. In fact, they cannot be differ- 
entiated even on the dissecting-table. 

8. Necrosis and softening do not justify the deduction that the process is 
tuberculous, since these changes have been observed in certain cases of malig- 
nant lymphoma. 

4. The diagnosis of a malignant lymphoma must be determined always by 
excision of a portion of the growth and histological examination. 

5. Of probable diagnostic value are the eosinophile cells, which in malig- 
nant lymphomata are numerous, while in tuberculosis they are few in number. 


RUPTURE OF THE URETHRA TREATED BY EXTERNAL URETHROTOMY 
AND SUTURE. 


CaBoT reports five cases of rupture of the urethra treated by external 
urethrotomy and suture in the Boston Medical and Surgical Journal, 1896, 
vol. exxxv. No. 8. The report is of unusual interest because three of the 
cases were examined at periods varying from four and a half to two anda 
half years after the operation. The summary of the results and the technique 
of the operation are described as follows : 

In all of these cases the immediate result was good.. In three of them the 
opportunity was given for an examination some years after any dilating 
instruments had been used. In Cases I. and V. no stricture was found, and 
instruments as large or larger than any used after the operation slipped past 
the point of rupture with perfect ease. 

In Case IV., while no interference with urination was noticed, a narrowing 

. of the urethra was found. This narrow point was, however, not a hard cica- 
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tricial stricture, but was so soft and yielding that without the least exercise 
of force it was rapidly dilated to a good size. 

These results would certainly encourage a continuation of attempts to pro- 
mote immediate union of the urethra when divided by violence. 

The operation is not a difficult one. A median incision opens the blood- 
cavity about the urethra. After the clots have been turned out, a sound 
passed down the urethra quickly shows us the anterior end. If the urethra 
is not fully divided across, the rent is then easily seen and rapidly repaired. 
When the division has been complete, the posterior end may not be so easily 
found; but in a fresh rupture the profuse bleeding which occurs from the 
bulb of the urethra, instead of obscuring our search, serves as a guide to that 
which we are seeking. If, then, the bleeding-point in the posterior part 
of the wound is seized with forceps and pulled forward, the collapsed and 
retracted end of the urethra will be brought to view. Ina case of longer 
standing, and when the bleeding has stopped, the search may be more diffi- 
cult, in which event firm pressure should be made above the pubes to force 
the escape of urine to serve as a guide. 

In all of these cases the suture was made with interrupted catgut stitches, 
which were all placed before any of them were tied. Care was taken to 
include only the cavernous and muscular tissue in the stitches, and not to 
encroach on the mucous membrane. In every case, upon tying the stitches, 
the hemorrhage immediately stopped. 

Conctusions: 1. In cases of ruptured urethra immediate perineal sec- 
tion with suture of the urethra shofild be practised. 

2. By this procedure not only do we greatly lessen the danger of urinary 
infiltration and abscess, but we also, in a large proportion of cases, may hope 
to prevent the formation of close intractable strictures. 

3. In an early operation the search for the posterior end of the urethra is 
much easier than it is later. The hemorrhage from the branches of the 
artery of the bulb serves as a guide to that end of the canal. 


A PISTOL-BULLET IMBEDDED IN THE BRAIN PHOTOGRAPHED BY THE 
ROENTGEN Rays. 


In a contribution read before the Académie des Sciences (Medical Press 
and Circular, N.§., vol. lxii. No. 2984) Mm. BrissAupD and LONDE reported 
the case of a man who had received a pistol-shot in the middle of the left 
frontal eminence. Consciousness was apparently not lost, but the patient 
was unable to move or to speak for a few hours, when he became able to 
answer in monosyllables. When examined eighteen hours after the injury 
there was complete left hemiplegia and loss of sensibility from the finger- 
tips to the bend of the elbow. No attempt was made to find the ball. There 
was fever, which steadily declined, for nine days. For fifteen days the urine 
and feces were discharged involuntarily. 

At a later period the chief symptoms were occasional outbursts of laughter, 
spasmodic left hemiplegia of the limbs and face without implication of the 
superior facial, common motor oculi, and masticators. A sciagraph showed 
the bullet in the posterior region at the level of the second temporal convo- 
lution, This corresponded with the course of the ball as determined from 
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the symptoms, it having perforated the frontal lobe from left to right. As 
the ball was located in the temporal region the hemiplegia was not due to 
its presence, but had resulted from the division of nerve-fibres in its path, and 
was therefore not of cortical, but of capsular origin. The practical result of 
the use of the Roentgen rays was that, with the evidence obtained, a surgical 
operation was and would have been useless. 


THE RADICAL CURE OF HERNIA BY OPERATION. 


After briefly reporting thirty-six operations for the radical cure of hernia, 
MACARTNEY (The Lancet, London, 1896, No. 8, vol. ii.) calls attention to two 
important points in technique. The first is ‘‘ not to close the wound until 
all hemorrhage has ceased, because the laxity of the tissues is such as to 
encourage reactionary bleeding when the wound is closed up and the patient 
comfortably warm in bed ;” and the other is that he always opens the sac of 
the hernia, 

Regarding the former, those who have had the annoyance of consecutive 
bleeding after one of these operations, with distention of the wound, and 
have witnessed the delay in healing and the uncertainty of the final result 
in consequence, can testify to the necessity for the exercise of unusual care 
to avoid this unfortunate accident. 

The latter is a precaution that will in rare instances lead to the detection 
of either omentum or intestine in what appeared to be an empty sac, as is 
illustrated by two of Dr. Macartney’s cases. 


CONCERNING THE SO-CALLED HYPERTROPHY OF THE PROSTATE GLAND 
AND THE ANATOMICAL CAUSE OF THE SENILE INSUFFICIENCY OF THE 
BLADDER. 


In a preliminary report on this subject before the Eighth Polish Surgical 
Congress in Krakow, Dr. STANISLAW CIECHANOWSKI presented the follow- 
ing conclusions ( Centralb. f. Chir., 1896, No. 32): 

I. 1. The arterio-sclerosis must not be considered as the cause of the 
changes in the kidneys, bladder, and prostate, as has been claimed by the 
Guyon school. 

2. The anatomical explanation of the insufficiency of the bladder, in all 
cases in which it is connected clinically with the so-called prostatism, is a 
quantitative change in the relation of the bladder-muscles to the connective 
tissue. 

8. This quantitative change seems to be a regular phenomenon in advanced 
years, and becomes more marked the older the patient grows. It reaches a 
higher degree when in addition to the condition mentioned there is a mechan- 
ical obstacle to the escape of the urine. The symptoms are most marked 
when besides these two conditions chronic inflammation of the bladder sets 
in. As a rule, all these factors play a part. Exceptionally only one, e. g 
the senile atrophy of the bladder-muscles, which can be demonstrated ana- 
tomically, may give rise to complaints of urinary troubles. The influence of 
these damaging conditions can be in some measure compensated for by the 
ability of the bladder-muscles to hypertrophy. The muscular hypertrophy 
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of the bladder develops whenever there is a mechanical obstruction which 
interferes with its ready evacuation. An exception to this rule is rare. 

The final effect of these factors depends upon their sum. In coming toa 
conclusion in any case they must all be taken into consideration. 

II. The so-called hypertrophy of the prostate seems to have very little in 
common with homoplastic new formations. On the contrary, the hypertrophy 
in the condition known as prostatism must be looked upon as a primary 
factor and almost always depends upon chronic inflammatory changes which 
take place either in the glandular part or in the stroma, or in most cases 
in both. 

The result of these inflammatory changes, which by no means terminate 
always in the hypertrophy of the entire organ, and which resemble greatly 
chronic post-gonorrheal inflammation of the prostate, seems to depend on 
their extent, but above all upon their localization. 

The more central the inflammatory changes of the stroma, and the nearer 
the periphery the changes occur in the glands, the greater the probability 
that the end-result will be hypertrophy. 

The opposite of the above-mentioned changes may have no effect on the 
size of the prostate, but it is not impossible that prostatic atrophy would occur 
in certain cases. 

Generally speaking, the author asserts that in the majority of aged indi- 
viduals whom he has examined there was in the prostate evidence of a very 
prolonged inflammation demonstrable anatomically, which, although not 
always, yet in some predisposed conditions caused an enlargement of the 
glands, improperly termed hypertrophy. 

The so-called prostatic hypertrophy seems, as a rule, to depend on these 
chronic inflammatory changes, even if it does not represent the only termi- 
nation. 


THE STERILIZATION OF SYRINGES BY BOILING. 


In a communication to the Centralblatt fiir Chirurgie, 1896, No. 27, Hor- 
MEISTER claims to have solved the question of the sterilization of syringes. 
Although much time and thought have been expended in the effort to devise 
a means by which syringes for surgical and bacteriological purposes could be 
easily and quickly rendered sterile, no satisfactory method has been proposed 
heretofore. Of all the new patterns of syringes that have been recommended 
none has had sufficient merit to displace the old form with the leather pack- 
ing, and yet it has not been possible to make the latter aseptic. 

The observation by the author of the fact that catgut could be boiled with- 
out injury after first hardening in formalin solution led him to apply the 
same process to leather. It was found that common leather which was 
allowed to stand for twenty-four hours in a 2 to 4 per cent. solution of for- 
malin could be boiled in water without losing its softness, durability, and 
elasticity. 

Leather so prepared has been boiled for ten hours without damaging it. 
A slight deepening of the color was the only change to be observed. On 
the contrary, leather not so treated after boiling becomes in a short time so 
soft as to be useless, and can be torn easily. After drying it makes a mass 
as hard as stone, which can be crushed into powder. 
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The experiments brought out the fact that the formalin leather which was 
boiled one hour each day for several days and dried each time retained its 
natural and useful qualities better if subjected to the formalin solution 
before each boiling than if macerated once only. 

These experiments resulted in the adoption of the following process for 
sterilizing syringes : 

1. Only such syringes as consist of glass, metal, and leather are suitable. 
The metal parts should not be fastened by putty, but should be screwed to 
the cylinder. 

2. The piston with the leather packing is taken out and placed in ether or 
benzine to remove the oil. 

3. It is then transferred for twenty-four to forty-eight hours in a 2 to 4 per 
cent. formalin solution. 

4, After rinsing thoroughly the syringe may be put together and is ready 
to be boiled. 

5. When ready for boiling the air is to be driven out of the cylinder by 
filling with water. Glass syringes should be put in cold water and gradually 
heated. 

6. From time to time the piston with the leather packing is to be placed 
again in the formalin solution. After removing the oil the leather should 
be examined to see that it has not shrunken. If the piston fits closely, then 
it will not shrink in the subsequent steps of the process. After two months’ 
trial the method has proved itself to be practical. 


THE EMPLOYMENT OF ARGONIN IN THE TREATMENT OF GONORRHEA. 


BENDER (Jour. de Méd. de Paris, May 10, 1896) gives the following as the 
result of his observations in the treatment of gonorrhcea by this drug: 

Argonin dissolves in ten times its weight of water; four fluidrachms of 
this solution contain an amount of silver equivalent to fifteen grains of the 
nitrate. This solution does not form a precipitate in the presence of chlo- 


. ride of sodium or the albuminoids. 


Jadossohn’s treatment of gonorrhea consists in the injection, three or four 
times a day, of about three fluidrachms of this solution, gradually increas- 
ing the strength up to 7.5 per cent. The solution should be retained in the 
urethra, if possible, for ten minutes. The injections are not absolutely pain- 
less and have no astringent effect. Fifty-four cases treated in this manner 
recovered in a maximum of six weeks. In 30 acute cases the gonococci dis- 
appeared in one week in 12 cases, in two weeks in 14 cases, in three weeks and 
less in 4 cases. In 24 chronic cases the gonoccocci disappeared at the end of 
one week in 7 cases at the end of two weeks in 10 cases, and in three weeks in 
7 cases. After the gonococci disappeared ichthyol was used. Failure occurred 
in two cases only. 
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MEDICINAL CATARRH. 


Mr. GEORGE COHEN, of Edinburgh, reports (The Lancet, July 13, 1895) 
that he has been enabled in some cases to control the coryza following the 
administration of potassium iodide by giving five-minim doses of belladonna 
tincture for each ten grains of the salt. 


A CasE OF DIFFUSE PAPILLOMATOUS DEGENERATION OF THE NASAL 
Mucous MEMBRANE. 


This case is reported and illustrated with a photo-micrograph by G. 
HunTER MACKENZIE, of Edinburgh (The Lancet, 1896, No. 3807). A man, 
thirty years of age, complained of partial nasal obstruction and stuffiness. 
Nine years previously both nostrils had Keen subjected to electro-cauteriza- 
tion for thickening of the mucous membrane. The membrane in both pas- 
sages was studded throughout by numerous sessile growths, varying in size 
from a pin’s head to almost a grain of rice. Several of the larger ones were 
removed with the cold snare, but the greater number required detachment 
by the nasal curette. Four months later there was no recurrence. The 
microscopic appearance described by Dr. R. F.C. LEITH shows the undoubted 
papillomatous character of the growths. 


ADENOID VEGETATIONS. 


Dr. ARTHUR J. GILLETTE, of St. Paul, Minn., reports (New York Medical 
Journal, August 1, 1896, No. 922) three cases of torticollis due to adenoid 
vegetations and chronic hypertrophy of the nostrils, relieved by operations 
upon these tissues made by Dr. J. E.. Schadle, Instructor in Clinical Laryn- 
gology of the State University of Minnesota. 

[This is an entirely new field of observation, and deserves to be followed 
up to discover whether such cases are exceptional or otherwise. | 


A CASE OF ANEURISM BY ANASTOMOSIS INVOLVING THE VESSELS OF 
THE HARD PALATE. 


This case is reported by Mr. A. MARMADUKE SHEILD (The Lancet, 1896, 
No. 3807). It occurred in a retired officer, fifty-seven years of age, who had 
suffered from liver affections, but not from malaria. On January 15th he 
lost about a half-pint of arterial blood by hemorrhage into the mouth, an 
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ounce on the 16th, and there was further bleeding on the 17th and 18th. 
An ulcer, the size of a three-penny-piece, was noted on the left side of the 
hard palate, close to the alveolus of the second molar tooth. Temporary 
arrest of hemorrhage by pressure and ferric chloride was always followed by 
recurrence. A pulsatile swelling the size of a filbert occupied the tissues at 
the base of the alveolar process, with one large, pulsating vessel posteriorly 
which could be compressed without altering the pulsation of the tumor. A 
portion of the maxilla was removed so as to insure complete extirpation of 
the growth, which proved to be an aneurism by anastomosis. There was 
some difficulty in restraining hemorrhage after the operation, but within a 
week the result was thoroughly satisfactory. 

Some comments upon this infrequent result followed the report of the case. 


TUBERCULOSIS OF THE LYMPHOID TISSUE IN THE PHARYNX. 


At the last meeting of the American Laryngological Association Dr. 
JONATHAN WRIGHT, of Brooklyn, N. Y., read an interesting paper (New York 
Medical Journal, September 16, 1896, No. 930) upon the tuberculous infection 
of the lymphoid tissue in the pharnyx. He repeated the experiments of 
Dieulafoy without finding any bacilli in the lymphoid tissue, and without 
developing tubercle in guinea-pigs in whose peritoneal cavities and subcuta- 
neous tissue some of the substance had been placed. In addition to this he 
refers to a single case, seen in consultation, in which symptoms of tubercu- 
losis of the rhinopharynx were noted within a week after operation for ade- 
noids, the patient having been exposed to infection by attendance on a sister 
dying of pulmonary tuberculosis ; but he thinks the patient must have had 
this tuberculous focus in her nasopharynx at the time of the operation. 

A beautiful colored section of the specimen from this case accompanies the 
article. 

[In connection with some of the recent observations concerning tubercu- 
losis of the tonsils, it is well for the student to be reminded that some fifty 
years ago Dr. Horace Green, of New York, prominently called attention to 
the frequent association of tubercle of the tonsil with tubercle of the apex of 
the lung on the same side. ] 


VARICELLA OF THE LARYNX. 


M MARFAN and J. HALLE (Medical News, September 5, 1896, No. 10; 
Revue mens, des malad, de l’enfance, January, 1896) report two cases of vari- 
cella of the larynx : 

1. A boy, three years of age, was suddenly seized with great dyspneea and 
paroxysms of suffocation. Tracheotomy was performed on account of cya- 
nosis. After injections of antitoxin (under suspicion that the case might be 
diphtheria) a typical eruption appeared on various portions of the body. 
Breathing soon became normal, and recovery followed. 

2. A child, aged nine months, with typical eruption over the greater sur- 
face of the body, and with marked stridor and difficulty of breathing. Anti- 
toxin was injected, notwithstanding the negative evidence of diphtheria. 
Broncho-pneumonia and copious diarrhcea followed, and death was not long 
delayed, The autopsy revealed a circular, shallow ulceration about the size 
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of a pea on the posterior part of the right vocal band, probably a ruptured 
vesicle. 

[It is stated that statistics of laryngeal varicella furnish but one recovery ; 
nevertheless, the writer of this compilation remembers several cases of re- 
covery in which his help had been solicited in an endemic in Philadelphia 
more than twenty-five years ago. 

It is also stated that stenosis of the larynx in varicella may at times be con- 
founded with diphtheria, and that a bacteriological examination will serve 
to distinguish the two. This would be in the presence of diphtheria and the 
absence of the eruption on the surface]. 


PRIMARY ERYSIPELAS OF THE PHARYNX. 


Dr. WILLIAM PorTER, of St. Louis, reports (New York Medical Journal, 
August 15, 1896, No. 924) his third case, which occurred in a young adult. 
The larynx was not involved, but the erysipelas inflammation of the pharynx 
and rhinopharynx was well marked. The right Eustachian tube became 
involved, and, finally, the corresponding middle ear. The symptoms yielded 
to vigorous treatment with iron and at times pilocarpine, with free insuffla- 
tions of stearate of zinc and applications of ergot externally, although there 
was the usual tendency to relapse. 


ACUTE PRIMITIVE PSEUDO-MEMBRANOUS RHINO-LARYNGO BRONCHITIS. 


Dr. J. GLOVER presents (Annales des maladies del Oreille du Larynz, 1896, 
No. 5) a contribution to the study of this form of disease, accompanied with 


illustrations of the parts during life and after death. 

The case occurred in a woman, sixty-seven years of age, the subject of a 
chronic bronchitis with subacute exacerbations every spring. On February 
13, 1896, she was taken with slight fever with little chills, loss of appetite, 
followed on the next day by a coryza soon accompanied with bronchitis. 
Her temperature became elevated every evening, the cough became very 
intense and persistent, with very liquid and abundant whitish expectoration. 
On the 17th hoarseness began in the morning, increasing toward evening to 
complete aphonia, fever became more marked and permanent, and the respi- 
ration difficult. The throat did not present any exudation. On the 18th of 
February she was admitted to the Hospital Lariboisiere very much excited 
by increasing impediment of respiration. The vestibule of the larynx was 
filled with frothy mucus, and as this was coughed out appeared to be covered 
with thick exudation, disseminated in points and in large plaques on the 
laryngeal face of the epiglottis, on the ventricular bands, and on both vocal 
bands. The laryngeal isthmus presented the aspect of a grayish infundi- 
bulum of very irregular surface, formed by the croupous layer of pseudo- 
membrane. Islets of exudation, easily removable, existed on the base of the 
tongue posteriorly, and on the sides of the lingual tonsil; the subjacent 
mucous membrane bled in the neighborhood of each attachment. The aspect 
of the buccal pharynx presented the appearance of a very extended exuda- 
tion, such as appears in an undoubted diphtheria. 

Rhinoscopy, both anterior and posterior, gave no appreciable results. The 
dyspnoea was a little peculiar. Slight suction at the suprasternal fossa, and 
movements of the wings of the nose; laborious respiration with active 
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participation of the thoracic muscles; feeble depression at the epigastric 
region synchronous with the commencement of the inspiration ; inspiratory 
laryngeal stridor existing for a portion of the phase of inspiration, the expi- 
ration being made almost without noise. 

The evident stenosis of the glottis pointed to two suppositions: mechan- 
ical obstruction of the isthmus of the glottis by membrane, and paralysis of 
the dilator muscles. 

Despite persistent difficulty in respiration, tracheotomy was not performed 
because the multiplicity of obstacles to the respiration seemed to implicate 
the lungs more than the larynx. 

Although the repeated bacteriological examination disclosed nothing but 
stuphylococci, 20 c.c. of antidiphtheritic serum were injected at noon. An 
unsuccessful attempt was made to produce prompt dilatation of the glottis 
with forceps. At 4 P.M. temperature became elevated, the patient very much 
agitated, sweat was profuse, urine diminished, showing albumin. Neverthe- 
less, the respiration was more quiet. In the evening reduction of the tem- 
perature to 38.8° C.; the patient slept, and respiration seemed quiet. The 
patient died at midnight. 

The post-mortem appearances are very carefully reported and illustrated 
in detail. To be brief, the pseudo-membranes extended from the posterior nasal 
outlets clear down to the third divisions of the bronchi. The only bacterio- 
logical element was the staphylococci. 


INTUBATION IN THE ADULT, WITH SPECIAL REFERENCE TO ACUTE 
STENOSIS OF THE LARYNX. 


At the last meeting of the American Larnygological Association, Dr. W. E. 
CASSELBERRY (New York Medical Journal, 1896, No. 927) read a paper upon 
this subject, illustrated by a number of cases in his own practice for details 
of which we must refer the reader to the published record. His conclusions 
are that intubation may be substituted for tracheotomy in acute stenosis due 
to laryngeal diphtheria, but that in acute edema of the larynx the indica- 
tions are not so clear. Should the jaws be “‘ set,” or should pharyngeal swell- 
ings be present, intubation is absolutely contraindicated and fruitless; efforts 
thereat can only tend to intensify the exhaustion and suffering of the patient. 
In urgent dyspnea from arthritis deformans and in traumatic edema from 
scald, corrosion, or fracture, intubation might be preferable in suitable cases. 

Laryngismus stridulus might constitute another indication. So, also, edema 
of the larynx secondary to chronic syphilis or tuberculosis occurring as an 
acute exacerbation, provoking sudden and urgent dyspnea. 

In the discussion Dr. E. Fletcher Ingals, of Chicago, mentioned a number 
of cases in his own practice, his experience having been unfavorable in acute 
stenosis of the larynx in adults. He thinks that time should not be wasted 
on intubation, as tracheotomy is almost always necessary subsequently to save 
life; and in this view Dr. Ingals was supported by Dr. W. K. Simpson, of 
New York. 

Dr. A. W. De Roaldes, of New Orleans, called attention to a class of cases 
in which intubation has done good ; that is, in fracture of the larynx, as it 
holds the fragments in proper apposition. 
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TRANSPLANTATION OF SKIN-GRAFTS FOR THE CURE OF ECTROPION. 


D. ARGYLL-ROBERTSON (Edinburgh) describes (The Practitioner, August, 
1896) the method he has pursued for the relief of ectropion. To insure suc- 
cess the following conditions must be obtained: 1. Immobility of the eye- 
lids; 2. The formation of a graft that will accurately fit the raw surface to 
be covered; 38. The removal of all fat and cellular tissue from the graft ; 
4. The retention of the graft in apposition to the raw surface with the least 
possible injury to or interference with the transplanted skin ; 5. The use of 
suitable antiseptic applications. 

1. To secure immobility simple stitching of the lids together (without 
paring the edges) keeps them fixed for a period sufficiently long to enable 
intimate union of the graft with tha raw surface to occur. 

2. To fit accurately the raw surface he has employed the device of cutting 
out of a piece of paper an exact pattern of it, placing this pattern upon the 
skin at the part whence the graft is to be taken, and then making the neces- 
sary incisions parallel to the edge of the pattern, an allowance of about a fifth 
or a sixth of the width of the flap being made all around for shrinkage. 

3. There is no necessity for great care in dissecting off the skin-flap to 
avoid the removal of fat or cellular tissue, as any that remains attached to 
the graft can easily be cut off subsequently with scissors curved on the flat. 

4. To maintain the apposition of the graft, stitches at its margins were tried, 
but proved provocative of mischief. Robertson, therefore, has recourse to 
“tethering” or “cradle” stitches, which do not penetrate the transplanted 
skin, but pass across it and prevent its becoming displaced and penetrate the 
sound skin near the margin of the graft. For this purpose horsehair is 
employed, and care is taken not to draw upon the ligature more tightly than 
will just straighten the sutures that press over and ‘‘tether” the transplanted 
skin. 

5. All oozing from the seat of operation having been checked by pressure, 
a gentle stream of corrosive sublimate wash (1: 2000) should be allowed to 
flow over the surface of the graft and the adjoining skin, and thereafter 
finely powdered iodoform dusted freely over the region of the wound. The 
graft and immediately adjacent skin is covered with a small piece of cotton 
or linen rag smeared with iodoform-ointment. This in its turn is covered 
with a piece of lint soaked in corrosive sublimate solution (1 : 2000), and over 
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it a pad of cotton-wool. The other eye is covered with lint and cotton-wool, 
and both are bandaged moderately firmly and the patient enjoined to remain 
quiet in bed. The bandaging of both eyes helps to keep the site of opera- 
tion free from all movement. 

Unless pain be complained of, or there is some other reason for it, the 
dressing should not be changed for at least forty-eight hours; but the dress- 
ings should be reapplied for six or eight days more to the region of the opera- 
tion. The stitch uniting the eyelids together and the ‘‘ tethering” stitch 
may generally be removed on the fifth or sixth day after operation. 


INFLUENCE OF COUNTRY AND RACE IN THE ETIOLOGY OF TRACHOMA. 


Dr.S M. Burnett (Washington) discusses (Ann. d’ Oculistiqgue, March, 1896) 
the conclusions of VAN MILLIGAN (see this JOURNAL, January, 1896), and 
from a general review of the subject, including the materials upon which those 
conclusions were based, Burnett finds: 

1. Trachoma is not an infectious and contagious disease, pure and simple. 
On the contrary, it is the expression of a diathesis or constitutional tendency, 
and may arise de novo or be excited by an attack of conjunctivitis of any 
kind. Dirt, filth, unhygienic surroundings, and improper living reduce the 
resisting power to all forms of disease, and in the case of trachoma still fur- 
ther increase the facilities for acquiring conjunctival inflammation, either 
primary or by contagion, which hastens the outbreak of the affection. 

2. While it is no doubt true that high altitudes do not afford an entire 
immunity from the disease, there can be no question that trachoma flourishes, 
as a rule, much less in the mountains than on the plains; in which particu- 
lar, as in many others, it bears a strong analogy to tuberculosis. He attaches, 
however, much more importance to the race than the altitude in the matter 
of immunity. 

3. There are races that suffer much from the disease, and there are races 
which are but little affected; and there is one race in one country at least 
which seems to enjoy a practical immunity from its ravages. 


TRUE IRITIS AND UVEITIS OF THE IRIs. 


GRANDCLEMENT (Lyons) insists (Lyon Médical, tom. xxxii. No. 34) on the 
importance of clearly separating from iritis of the ordinary type certain cases 
hitherto classified with it, but in which only the posterior layer of the iris, 
the uvea, is involved. These cases he groups under the term uveitis. Com- 
parison shows that the two affections differ in all respects as to symptoms, 
course, causes, and cure. 

Uveitis is observed exclusively among women ; iritis is more frequent among 
men. Uveitis always affects both eyes; iritis often affects but one. Uveitis 
lasts for years, and is manifested by slight periodic exacerbations, lasting five 
or six days; iritis is far more violent in its manifestations, but is cured in a 
month or two. The usual causes of iritis are syphilis, rheumatism, and gout. 
These are not the causes of uveitis, which causes are unknown. Atropine is 
of great value in the local treatment of iritis; but iridectomy is the only 
effective local treatment for uveitis. 
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The differential diagnosis during the attack may be made by noting that 
in iritis there is always marked discoloration of the anterior surface of the 
iris, which in uveitis is not perceptible. In iritis the pain and hyperemia 
are violent; in uveitis pain is almost or quite absent and hyperemia slight. 
In iritis, even apart from adhesions, the pupil dilates imperfectly with atro-. 
pine; in uveitis it dilates freely, except in so far as it is bound down by old 
synechie. 


TRAUMATIC PROLAPSE OF THE IRIS. 


Davip LITTLE (Manchester) has found that for prolapse of the iris it is 
the best practice (British Medical Journal, 1896, No. 1858) to slit up the sac 
through the whole length of the wound with a Graefe knife, and if the iris 
remains in the lips of the wound to excise it. Rapid healing takes place, 
and the best result is a firm and flat cicatrix, with little or no synechia, and 
the eye is left perfectly safe from future infection. He has never found 
eserine or atropine to reduce a prolapse, even when it has been very small 
and recent. 


PARALYTIC SQUINT FROM LEAD-POISONING. 


LAGLEYZE (Buenos Ayres) reports (Za Clinique Ophthalmologique, 1896, 
No. 8) the case of a man who had received a charge of shot in the palm of 
the right hand. Some of the shot were removed, some escaped through sup- 
puration, but seventeen remained in the hand. Soon after this he began to 
suffer with lead-colic, and later, shooting-pains, painful contractions of 
muscles of the extremities, severe cephalalgia, vertigo, and paresis of the right 
internal rectus. “This paresis increased, and, after some months, ended in 
complete paralysis. 

The patient’s general symptoms continued. He was very thin, anemic, 
skin yellow, nutrition profoundly affected. There had been exacerbations 
of the symptoms, apparently caused by disturbance of the imbedded shot by 
use of the hand. Seven years after the injury, and four years after the 
occurrence of the squint, the remaining shot were removed and prompt 
recovery of general health followed. But the squint remained, and the 
power of the muscle improved very little under the use of electricity. 


THE ENDOTHELIAL LINING OF THE ANTERIOR CHAMBER. 


A. AT (St. Louis) has made a prolonged series of investigations concern- 
ing the endothelium of the anterior chamber, which he reports in the Ameri- 
can Journal of Ophthalmology, 1896, Nos. 2-7. He finds that the endothelial 
lining of Descemet’s membrane consists of a single layer of polygonal cells ; 
but that the more or less regularly hexagonal form usually represented is rarely 
found. This is their condition of rest, but more frequently they are found 
active with retracted outline, leaving spaces between adjoining cells which are 
joined by thread-like connecting fibres. This condition of cell-activity was 
found in normal eyes, more in pathological eyes in which the anterior por- 
tions appeared normal, and almost without exception in eyes with patho- 
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logical conditions affecting the anterior part of the eye. Alt believes that 
the cells can not only develop into lamellate connective tissue like the cornea, 
but that they originally develop the vitreous membrane of Descemet. 

Regarding the angle of the anterior chamber, Alt thinks that its oblitera- 
tion in certain cases is not alone due to pressure from behind, but to new- 
formed tissue, which when contracing pulls the iris periphery toward the 
sclero-corneal tissue. Schlemm’s canal can with propriety be compared with 
the meningeal sinuses; and Alt has found short channels running into it, 
apparently connecting it with the angle of the anterior chamber. 

The endothelial cells of the anterior surface of the iris do not, Alt finds, 
form a distinct membrane. These cells are unevenly distributed over the 
uneven surface of the iris, and may be traced into its wrinkles and crypts. 
He thinks that the newly formed connective tissue he has observed on the 
anterior surface of the iris in pathological eyes is in a great measure due to 
their proliferation. 


OcuLAR MANIFESTATIONS OF EYE-STRAIN. 


ERNEsT CLARKE (London), discussing the various manifestations of eye- 
strain upon the eye itself, and their bearing upon treatment (Medical Press 
and Circular, 1896, No. 22), states that blepharitis is invariably associated 
with an error of refraction; and that phlyctenular conjunctivitis has a 
marked association with ametropia, and the same is true of phlyctenular 
keratitis. In a large percentage of cases of scleritis he has found a marked 
error of refraction, and on correcting this with glasses the various remedies 
have worked like a charm. He believes the first and best treatment for 
recurrent iritis is correction of refractive errors. Eye-strain may cause an 
attack of glaucoma under favoring conditions, and there is a distinct associa- 
tion between astigmatism and cataract. 


ILLUMINATION AND VISUAL ACUTENESS. 


H. SNELLEN (Utrecht) reports in the Bowman lecture before the Ophthal- 
mological Society of the United Kingdom (Ophthalmic Review, 1896, No. 176) 
some experiments upon the relation of illumination to the acuteness of 
vision. It was found that the relation between them was not expressed by 
any mathematical formula, but that the visual acuity rose with the illumina- 
tion until the maximum of acuity was reached with an illumination of from 
thirty to fifty metre-candles (the standard candle placed at one metre). Be- 
yond this increased illumination gave no improvement of vision, provided 
the retina had become adapted to the light. i 

Studying the illumination of workshops and factories by actual trial in 
such places, it was found that with waning light when it fell below 15 me. 
work requiring accurate vision was actually impeded ; and that this was the 
minimum that could be allowed. Weber’s photometer he has found to be 
the best practical instrument for measuring the intensity of illumination. 
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FORCEPS TO THE AFTER-COMING HEAD. 


MUELLER (Centralblatt fiir Gynikologie, 1896, No. 39) reports three cases 
in which he applied forceps to the after-coming head. The first of these 
was a multipara in whom he was able, by pressure and strong traction, to 
bring the head into the pelvic cavity. He was obliged, however, to introduce 
forceps to complete the labor. The result was favorable to the mother and 
child. In his second case, a multipara, version was performed because pre- 
vious labors had been difficult and prolonged. The forceps was then applied 
to the head, and with considerable difficulty, aided by external pressure, the 
head was delivered. The child perished shortly afterward. The cause of 
foetal death was pressure of the cranium producing bleeding. 

His third patient had breech presentation and a contracted pelvis in addi- 
tion. In delivering the child considerable difficulty was experienced because 
the arm was thrown upward, while the muscles of the pelvic floor contracted 
strongly. Delivery was finally effected by having strong pressure made 
behind the pubes upon the head, while traction was used in addition. He 
concludes from his experience that the forceps should not be applied high 
up to the after-coming head, but that the head should be —_— upon the 
pelvic floor, when the forceps is readily used. 


THE TREATMENT OF ECLAMPSIA. 


At the recent International Congress of Obstetrics and Gynecology held 
in Geneva, a discussion upon this important subject took place in which 
various authorities participated. 

CHARLES, of Liittich, considered eclampsia as a complex disorder. While 
the reflex element is very pronounced, still the part played by toxins is no 
less significant. After referring to the autointoxication evident upon exam- 
ining the various excretory organs, he stated that these retained poisons might 
result in dyspneea, cancer, and paralysis without the development of convul- 
sions, and these cases he would style “ imperfect or incomplete eclampsia.’ 
While albumin is present in the urine in most cases, it is by no means the 
inevitable cause of this condition. Among the cases observed by this speaker, 
the mortality in 151 had been 24,44, per cent. for mothers and 41,83, per cent. 
for the children. He had observed the usual predominance of primipare in 
this complication. 
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CHARPENTIER urged the most thorough examination of the urine of each 
pregnant patient. Upon slight indications of albuminuria and diminished 
excretion he would limit the patient’s diet strictly to milk, relying largely 
upon this for the prevention of eclampsia. In the actual presence of convul- 
sions, if the patient was robust and cyanotic, he would bleed. He would also 
give chloral with milk through a stomach-tube. The inhalation of chloro- 
form and the subcutaneous injection of normal saline solution were also of 
value. If the patient was not robust and little cyanosis had developed, he 
would content himself with the use of chloral. In most cases labor came on 
spontaneously, and delivery followed without assistance. If birth did not 
end spontaneously, version or forceps is indicated. If the child had per- 
ished, craniotomy should he chosen. He did not believe in rapid and forcible 
dilatation of the birth-canal, but would wait until such could be accomplished 
without violence. The induction of labor or abortion is rarely indicated in 
his experience in this condition. Czsarean section could only be performed 
amid the most favorable surroundings and in rare cases. 

HALBERTSMA considered the most important question in the treatment of 
eclampsia to be whether the obstetrician should wait for the occurrence of 
labor or whether he should interfere at once. In serious cases in prolonged 
labor, when the patient was more than the average age and the pelvis was 
contracted or multiple pregnancy present, he would actively interfere. He 
believes that Cesarean section is indicated at the termination of pregnancy 
in the presence of convulsions. He also urged incision of the cervix in suit- 
able cases. : 

VEIT had little confidence in many methods proposed because he did not 
think the pathology of the affection sufficiently well established to furnish 
indications for treatment. He would hasten labor by every safe method, 
would administer morphine in large doses, and try to obtain profuse perspi- 
ration. He did not advise operative treatment in these cases. 

Byers, of Belfast, had found that morphine tended to lessen the acute 
catarrhal process in the lungs which often hastens a fatal issue in eclampsia. 
He urged the vigorous use of eliminative treatment. Where the conditious 
were favorable he would deliver promptly under chloroform. He urged the 
importance of rest, milk-diet, purgatives, and warm baths in preventing this 
complication. 

In the discussion upon the views previously advanced TARNIER expressed 
his great confidence in milk-diet as prophylaxis. He would use this not only 
with patients who had albuminuria, but with those who showed during preg- 
nancy headache, sleeplessness, and other nervous disturbance. In his clinic 
from the year 1838 to 1887 the maternal mortality was 37 per cent. From 
1889 to 1891 he treated eclampsia with chloroform, chloral, and bleeding, with 
an increase in the mortality to 38 per cent. His present treatment consists 
of bleeding, purgation, the use of chloroform and chloral, with rigid milk- 
diet, milk being given by a stomach-tube if necessary. Under this treatment 
the mortality had diminished to 9 per cent. Since January, 1896, no case of 
eclampsia had developed in his clinic. 

PAMARD emptied the uterus in these cases as rapidly as possible. He had 
found that chloroform could be used if necessary for forty-eight hours to pre- 
vent convulsions. 
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AUDEBERT called attention to the importance of icterus as a prognostic 
symptom in these cases. In 34 eclamptic patients 4 had icterus, and of these 
four three perished. 

QUEIREL, of Marseilles, had but 27 cases of eclampsia in 1200 labors. He 
ascribed this small number to the employment in his clinic of milk-diet with 
all cases where elimination was deficient. 

MorisAnI, of Naples, drew attention to the fact that the death of the fetus 
is followed by the cessation of eclamptic fits and also of albuminuria. In the 
fourth and fifth months of pregnancy he would treat these cases by appro- 
priate medicines. At the eighth month he would hasten labor with every 
possible means. He would employ incision of the cervix if necessary. 

In closing the discussion, Charpentier urged that the effect of drugs be 
tried in each case before recourse is had to operation. When the conditions 
are favorable he would promptly use forceps or do version. Where dilatation 
was not sufficient for either of these procedures he would wait and employ 
medicinal treatment, hoping that the death of the foetus would lessen the 
convulsions. He believes that the finger and hand should be employed for 
rapid dilatation. —Centralblatt fiir Gynikologie, 1896, No. 39. 


CANCER OF THE CERVIX COMPLICATING PREGNANCY. 


In the Rassegna di ost. ¢ gin., 1896, Nos. 1 u. 2, PURITANO reports the case 
of a woman, aged forty-seven years, in the fifth month of her ninth preg- 
nancy. Cancer of the cervix was present. The treatment attempted was 
extirpation through the vagina, but the size of the uterus and foetus was so 
great that it was necessary to opeh the abdomen to complete the operation. 
Forceps were placed upon the broad ligaments, their handles wrapped in 
iodoform-gauze, and allowed to remain. Death occurred four days afterward 
from occlusion of the intestine. Post-mortem examination showed that 
peritonitis was absent, but that a loop of intestine had fallen into the pelvic 
cavity. The forceps had nothing to do with the fatal complication, as no 
adhesion or inflammation was found in their vicinity. 


CERVICAL PREGNANCY. 


In the Ati della soc. ital. di ost. e gin., 1896, Bd. ii., TRoTTA reports the 
case of a woman, aged forty years, who aborted at two months in her first 
pregnancy. She had a myoma upon the anterior wall of the uterus, which 
shut off the cavity of the womb from the cervix. The uterus was extirpated 
because of the tumor, and on examination it was found that the condition 
present was virtually an extra-uterine pregnancy, the decidua developing 
above the tumor in the cavity of the uterus, while the ovum had lodged 
below within the cervix. The rare condition called ‘‘ cervical pregnancy ” 
was present in this case. 


A BetTrer METHOD oF UsING GLYCERIN TO INDUCE LABOR. 


In the Therapeutische Monatshefte, June, 1896, KossMANN criticises the 
large quantities of glycerin (100 grammes) advised by PELZER for the the 
induction of labor. Remembering that the ganglia which stimulate the 
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uterine contractions lie in the cervix, Kossmann injected but 5 grammes of 
glycerin within the cervix, placiug a distended elastic bag in the vagina. 
Uterine contractions promptly followed, with successful labor. Although the 
elastic dilator aided materially in bringing on labor, the glycerin was thought 
to have had an important effect. This method is harmless and very efficient. 


PREGNANCY COMPLICATED BY FIBROMYOMATA. 


In the Practitioner, 1896, No. 337, HAULTAIN reports eight cases of patients 
in whom pregnancy was complicated by uterine fibromyomata. 

Two deaths occurred, one in a case of cedematous fibroid of the anterior 
uterine wall, with abortion at five months and retention of the placenta. The 
patient died of exhaustion, and HAULTAIN thinks that the uterus should have 
. been removed, preferably before labor. The second death was after Cesarean 
section, in a woman having a fibroid involving the cervix and lower part of 
the uterine body. Operation was performed after the patient had been in 
labor twelve hours. Death occurred three days later, whether from sepsis or 
exhaustion is not stated. 

In one case, a fibroid beneath the left broad ligament, the tumor diminished 
to a small nodule during convalescence. In three cases the tumor was 
removed after labor, as a polyp or in a broken-down mass. In one case noth- 
ing is said in regard to the subsequent history of the patient or tumor after her 
recovery from labor. In one case it was thought that electricity caused growth 
in the tumor to cease. 

HAUvLTAIN finds that study of his cases tends to support the following prop- 
ositions: fibromyomata interfere greatly with fertility by preventing concep- 
tion and by tending toward abortion. When associated with pregnancy they 
frequently give rise to much difficulty in diagnosis through masking the symp- 
toms of pregnancy, and by themselves being markedly reacted on by preg- 
nancy. Their association considerably increases the risks of pregnancy by 
preventing the ready expulsion of the ovum, predisposing to hemorrhage, and 
complicating the puerperium. As many cases end well without help, treat- 
ment must be expectant. Each case, so soon as pregnancy or labor is inter- 
fered with, must be dealt with as conditions demand. No one method of 
treatment, by operation or without, can be universally chosen. 


THE FREQUENCY OF CONTRACTED PELVES IN THE UNITED STATEs. 


In the Johns Hopkins Hospital Bulletin, 1896, No. 65, WILLIAMS gives the 
result of his examination of one hundred women to determine the pelvic 
condition present. He designates as contracted only those pelves which pre- 
sented an oblique conjugate of 11 cm. or less, with internal conjugate of 9 
cm. or less; pelves with shortening of 2cm. or more. In two cases pelves 
slightly larger than the limit were included in the list, because labor was 
difficult, one case requiring high forceps, the other difficult breech extraction. 
In the one hundred women fifteen had contracted pelves; four were rha- 
chitic flat pelves; five were generally contracted ; one was coxalgic oblique ; 
one was transversely contracted, of the male type. These women were white 
in eight cases, and negresses in seven. Eleven of these were born in America, 
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When these cases were reported thirteen had been delivered, seven sponta- 
neously and six by operation. [Although the series of cases is small, the 
principle of classification is the true one. No accurate knowledge on this 
point can be obtained by measuring only cases operated upon, thus omitting 
the large class of difficult labors often followed by foetal death or injury to the 
mother. Our records, obtained by examining several hundred patients as a 
routine procedure, amply bear out the conclusions of Dr. Williams.—Eb. ] 


A CONTRIBUTION TO THE STUDY OF OVULATION, MENSTRUATION, AND 
CONCEPTION. 


In the Archiv fiir Gyndkologie, Band lii. Heft 1, SrRAssMANN contributes 
a very important paper under the above title. He reports the results of a 
series of experiments to determine the causation of menstruation. Eight 
experiments were performed upon bitches, the abdomen being opened under 
antiseptic precautions and sterile fluid injected into the ovary. It was found 
that the increase in the vascular tension of the ovary which followed such 
injections produced the phenomena of menstruation, including the character- 
istic changes in the mucous membrane of the uterus. Strassmann finds in 
the results of his experiments an explanation of the discharge of blood which 
has been so often observed to follow the removal of one or both ovaries or 
any operation which interferes with the nervous supply of the genital organs. 
His experiments and the observations of operators show that menstruation 
results from an altered condition in the vascular tension of the ovaries pro- 
duced by a nervous stimulus. 

The results of his most interesting studies may be summarized in the fol- 
lowing description: the ripening of the ovum produces an increase in the 
vascular tension of the ovary, causing nervous stimulus to be transmitted to 
the uterus and bringing about the characteristic enlargement and turgescence 
of that organ and its lining membrane which are observed at menstruation. 
This increased vascularity of the womb prepares it to nourish the ovum if 
impregnated. When conception does not occur the ovum escapes, and with 
it are discharged the surplus blood-supply and epithelial soil which were 
prepared for it. As has been stated by others, each menstruation is the 
birth of an unimpregnated ovum. 

This teaches us that conception most readily occurs outside the uterus, 
within the tube, pregnancy usually beginning as an extra-uterine or ectopic 
gestation. Conception most frequently occurs not immediately after men- 
struation, as has been supposed, but during the two weeks immediately pre- 
ceding a menstrual period. Menstruation itself is a sign that conception has 
not occurred. In reckoning the date of confinement the last day of the last 
menstrual period, which has usually been taken, should not be considered as 
the probable time of conception, but a period preceding by a week or ten 
days the first menstrual epoch at which menstruation did not occur. Thus, 
if the last day of the last menstrual period is stated to be the first of a given 
month, the period of gestation should be counted, not from this date, but 
from the 20th or possibly the 25th of this month. It is believed that a more 
accurate estimation of the date of confinement can be obtained by reckoning 
in accordance with these results. 
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EXTRA-UTERINE PREGNANCY. 


STUDSGAARD, in the Nordiskt Medicinskt Arkiv, 1896, Band vi. Heft 4, gives 
the results of his observations of 18 cases of extra-uterine pregnancy observed 
since 1876 in the Municipal Hospital of Copenhagen. As has been observed 
by others, most of these were tubal pregnancies, In one instance, upon ab- 
dominal section, it was thought that an ovum of two months was an abdom- 
inal pregnancy. In this case the ovum could not be traced to tube or ovary, 
but was found behind the uterus in the small pelvis. Of these 18 patients, 
4 were between twenty and thirty years of age and 14 between thirty and 
forty years; 17 were multipare ; the characteristic symptoms were present 
in these cases, including the discharge of the decidua, in one case a cast 
of the uterine cavity having been expelled; 8 of the 18 patients com- 
plained of dysuria caused by interference of the growing ovum with the 
bladder. Surgical treatment only was considered available, in view of the 
danger which rupture occasions. It was observed that the cases operated 
upon before rupture were usually followed by smooth recovery. Four 
patients operated on during collapse after rupture recovered. In two cases 
the cicatrix of a former rupture with adhesions was found, indicating that 
the patients had suffered from this complication on a previous occasion. The 
vaginal method of operation was reserved for cases where the ovum was of 
small size and situated within easy access deep in the pelvis. 


THE FREQUENCY OF CONTRACTED PELVIS. 


At the recent Congress at Geneva, as reported by La Semaine Médicale, the 
discussion upon this subject was briefly as follows : 

FocuHIER had examined 120 pelves post mortem in the anatomical rooms 
of the medical faculty of Lyons. He found 27 of these contracted, one of 
them in a remarkeble manner, a percentage of contracted pelves of 21,555. 
Among these 22 were flattened, 10 being simple flat pelves and 12 irregularly 
flattened. The remainder were rhachitic. His clinical observation included 
630 pregnant women examined during 1895, among whom were found 120 
contracted pelves, 2078, per cent. Of these 42 were simple flat pelves, 58 
flat rhachitic, and 20 generally contracted pelves. All pelves were consid- 
ered rhachitic in which there was a history that the patient had walked later 
than the average infant. The frequency of transverse presentations in the 
obstetric clinic at Lyons had led to an effort to find an explanation for this 
in the peculiar shape of the pelvis among these patients. It was found that 
in these cases a peculiar flattening of the pelvis was present, which seemed 
to be an adequate cause for this phenomenon. 

REIN, of Kiew, Russia, gave the results, gathered from different Russian 
clinics, of the examination of 54,000 pregnant patients, among whom were 
found 2005 pelves whose true conjugate was 9} cms. in flat pelves and 10 
cms. in those generally contracted. He could find but 457 cases of markedly 
contracted pelves. Sufficient deformity to require Caesarean section was ex- 
ceptional. In the Caucasus rhachitis is rare, while in other portions of 
Russia almost all contracted pelves are rhachitic. In the clinic at St. Peters- 
burg but ,%, per cent. of patients examined had contracted pelves. In Russia 
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the most frequent contracted pelvis is the simple flat, and then the generally 
contracted. Of the 54,000 patients, 1,5, per cent. had simple flat pelves and 
1,5 per cent. had generally contracted pelves. But four cases of osteomalacia 
were reported. 

KUFFERATH, of Brussels, had recorded pelvic measurements for ten years 
in 5000 women, making the same measurements with each. He found 75 
contracted pelves, of which 71 were flat, with a true conjugate of less than 
93 cms., while 4 were generally contracted with a true conjugate of not less 
than 10 cms. As regards treatment, he divided his patients into four classes. 
In the first the true conjugate was from 9 to 11 cms.; delivery was effected 
by the forceps or version, and rarely by symphysiotomy. If the child was 
dead, the forceps or embryotomy was employed. In the second class the 
true conjugate varied from 9 to 7 cms. Premature labor was induced at seven 
and one-half months. If version or forceps failed at term, symphysiotomy 
was employed. In the third class the true conjugate was from 7 to 5 cms. 
Labor was induced at seven months and a half, and symphysiotomy prac- 
tised if necessary. If the child was at term and the true conjugate from 6 to 
54 cms., Cesarean section was chosen. In the fourth class the true conjugate 
was less than 5 cms., and abdominal section was employed. 

Fancourt BARNEs, of London, reported the results of the examination of 
38,065 pregnant women, among whom were found 150 flat pelves, with a true 
conjugate less than 9} cms., and 45 pelves symmetrically contracted, with a 
true conjugate of less than 10 cms. 

Trevs, of Amsterdam, gave the results of 22,955 labors. Among these 
patients 816 contracted pelves were found. Of these, 657 were flattened, with 
a true conjugate of less than 93 cms., while 159 pelves were symmetrically 
contracted, with a true conjugate of less than 10 cms. No cases of osteo- 
malacia were found. In treatment, Treub had employed the supine posture 
or Walcher’s position with success. 

PesTaLozzA, of Florence, had examined 7962 patients, of whom 2437 had 
pelves somewhat contracted; 993 of these patients had such slight pelvic 
contraction that interference was unnecessary. The most frequent forms 
were rhachitic, symmetrically contracted, and simple flat pelves. In 50 cases 
an irregular contraction was present. One case of osteomalacia was among 
the number. Among other operations 3 symphysiotomies and 14 Cesarean 
operations were performed. The maternal mortality was 8 in 1391 clinic 
patients, and 95 infants. The most frequent contracted pelves were observed 
in the south and in the vicinity of Naples. The inhabitants of the north 
and middle portions of Italy were less often afflicted with disease causing 
pelvic contraction. 

Lusk, of New York, reported that in the United States pelvic contraction 
is exceptional among Americans, rhachitis and osteomalacia being practically 
unknown. 

PAWLIK, of Prague, gave the results of the examination of 29,615 pregnant 
women in the Austrian Empire: 5,% per cent. of these patients had flat pelves, 
175 per cent. symmetrically contracted pelves, and 7) per cent., or 41 
patients, had osteomalacia. 

MorisanI, of Naples, among 2769 labors, found deformed pelves in 4,47, 
per cent. Among these were 50 rhachitic pelves and 13 osteomalacic. Most 
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of the rhachitic pelves were found in patients from the vicinity of Naples. 
The osteomalacic cases came from the villages at the foot of Vesuvius, and 
three of these patients had been born in Naples. 


GYNECOLOGY. 


UNDER THE CHARGE OF 
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OF NEW YORK. 


SHORTENING OF THE ROUND AND SACRO-UTERINE LIGAMENTS PER 
VAGINAM. 


WERTHEIM and MANDL (Centralblatt fiir Gynikologie, 1896, No. 18) com- 
bine the two procedures for vaginal fixation of the retroverted and prolapsed 
uterus recently recommended, their method being as follows: A free opening 
is made in the vesico-uterine pouch and the uterus is drawn well downward 
into the vagina with a volsella, aided by external manipulation. Backward 
traction on the cervix then enables the operator to see nearly all the poste- 
rior surface of the organ, including the tense sacro-uterine folds. The intes- 
tines are held upward by a gauze compress, posterior adhesions are separated, 
and the sacro-uterine ligaments are drawn backward with forceps until the 
‘‘slack” is taken up and the fundus is kept well forward; the points at 
which the ligaments are seized are then united with silk or silkworm-gut to 
their uterine origins, the amount of shortening varying from two and one- 
half to three inches. 

The gauze is removed and the uterus replaced, the round ligaments are 
exposed by inserting a retractor in the opening, and are drawn down and 
shortened in the manner already described by the authors. The combined 
operations are especially applicable to cases in which the uterus is prolapsed 
as well as retroverted in consequence of relaxation of the vagina and pelvic 
floor, since both the cervix is drawn upward and backward and the fundus 
upward and forward. Colpo-perineorrhaphy may be performed at the same 
sitting. The danger of complications during pregnancy and parturition, 
noted after Mackenrodt’s operation, is not present, since the portio is not 
directed backward, nor is ascent of the fundus in the pregnant uterus pre- 
vented. Vesical and rectal disturbances have not been noted in the cases 
(three in number) successfully operated upon by the authors. 


INTRAPERITONEAL SHORTENING OF THE ROUND LIGAMENTS BY 
VAGINAL SECTION. 


Babe (Jbid.) reports five cases operated upon according to the method 
devised by him, independently with Wertheim. He states that when the 
uterus is non-adherent it is unnecessary to draw the organ downward, since 
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the origins of the ligaments can usually be found by simply pushing up each 
tube in turn, and they can be gradually brought through the incision. Reefs 
are taken in each with silk sutures, as close to the uterus as possible, 
as in the abdominal method (practised by various American surgeons), 
and the wound is then closed. The same procedure can be adopted in 
cases of retroflexion with adhesions, after separation of the latter by an- 
terior colpotomy. The advantages over the intraperitoneal operation are 
the fact that there is no external cicatrix, the complications attendant 
upon abdominal section are absent, the ligaments can be secured equally 
well per vaginam, and the uterus remains perfectly movable. To Alex- 
ander’s operation it is preferable because there is a single vaginal wound 
instead of two external ones, the ligaments are more easily found, and 
can be drawn out to a greater extent, the effect of the shortening being 
actually visible, while operations on the uterus, adnexa, or pelvic floor 
can be performed at the same sitting, without changing the positions of the 
patient and surgeon. The writer believes that all the good results claimed 
for the Alexander-Adams operation may be claimed for the vaginal method, 
while the dystocia resulting from Diihrssen’s and Mackenrodt’s method is 
absolutely excluded. 


POSITION OF THE NORMAL OVARY. 


WALDEYER (Centralblatt fiir Gynikologie, 1896, No. 30) states that the ovary 
lies normally in a triangular fossa formed by the round ligament, umbilical 
artery, and ureter. Behind this fossa is a second, bounded by the obturator 
nerve, artery, and vein, as they enter the obturator foramen. The former 
groove (fossa ovarii Claudii) may be only slightly defined or so deep that the 
ovary within it can be neither seen nor felt. Hernial protrusion of the fossa 
with the ovary may occur either at the greater ischiatic foramen, or beneath 
the pyriformis muscle, and in the lesser ischiatic foramen. 


VESICO-FIXATION OF THE UTERUS. 


DiurssEn (Centralblatt fiir Gynakologie, 1896, No. 22), after discussing the 
complications which may be caused by ventro- and vagino-fixation of the 
uterus, affirms that these can be avoided by closing the peritoneum sepa- 
rately. He describes a recently devised operation, the technique of which 
is as follows: the usual transverse incision is made anterior to the cervix 
and the bladder is separated. The vesico-uterine fold of peritoneum is drawn 
down with forceps, while the cervix is held backward with a retractor and is 
incised vertically in the median line. The fundus uteri is then seized with 
bullet-forceps near the origin of either tube, and is sutured with catgut to 
the vesical peritoneum. Two sutures are used on either side, the upper one 
being inserted a quarter of an inch above the upper end of the peritoneal 
wound ; the latter is then closed with a running catgut suture, care being 
taken not to include any of the uterine tissue. The vaginal wound is sutured 
separately in the same manner. Anterior and posterior colporrhaphy are 
performed at the same sitting. If the adnexa are diseased, they are resected 
before inserting the uterine sutures. In five cases operated upon by this 
method the results were entirely satisfactory. 
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The results obtained by this operation are anterior fixation of the uterus, 
with such a range of mobility that neither vesical disturbance nor complica- 
tions during pregnancy and labor should occur. It is important to note that 
in cases of vagino-fixation, by whatever method it may be performed, the 
corpus uteri should be attached only at a point half an inch above the origin 
of the vesico-uterine fold, else there will result a recurrence of the retro- 
displacement. 


VAGINAL OVARIOTOMY. 


FEHLING (Centralblatt fiir Gynikologie, 1896, No. 30), criticising a former 
paper of Bumm in favor of ovariotomy by anterior colpotomy, adds to the 
latter’s five cases seven of his own, in which he shows that in 33 per cent. 
of the twelve cases it was necessary to perform either abdominal section or 
vaginal hysterectomy in order to complete the operation. He considers the 
danger of hemorrhage from the stump as a serious one, after the latter is 
returned to the cavity. The fact that the blood may escape into the abdom- 
inal cavity, and not externally, renders this accident still more embarrassing. 
Moreover, it is not always possible to make an exact diagnosis of the condi- 
tion of the opposite ovary, which may thus be sacrificed unnecessarily. 

The writer is opposed to the adoption of the vaginal route for the removal 
of ectopic gestation-sacs, especially through the anterior incision. Having 
lost a patient from hemorrhage in incising posteriorly a hxematocele, due 
to tubal abortion, he has ceased to employ any method except abdominal 
section. 

In spite of the ease with which the vaginal operation can be performed, 
and the absence of an external cicatrix and subsequent hernia, he regards it 
as unsatisfactory, since one must always be prepared to perform celiotomy 
or even to remove the uterus, the latter being most desirable in the case of 
young women. Hundreds of retroverted uteri have been vagino-fixed, in 
many instances unnecessarily, in many with serious results, It is time, the 
writer believes, to check the indiscriminate performance of this operation, 
and, above all, to insist that anterior colpotomy for the removal of diseased 
adnexa must have a limited application. 


THE CONDITION OF THE ENDOMETRIUM FOLLOWING CASTRATION. 


Eckarpt (Centralblatt fiir Gynikologie, 1896, No. 30) calls attention to the 
fact that, while the condition of atrophy of the endometrium following the 
menopause has been carefully studied, little attention has been paid to the 
similar atrophy after removal of the ovaries. The difficulty of obtaining 
suitable specimens from the human subject has compelled investigators to 
study the subject experimentally in animals. Krukenberg found that in 
the uteri of rabbits, examined nine or ten months after castration, there were 
marked atrophy and fatty degeneration of the uterus, with disappearance of 
the ciliated epithelium. 

The writer had the opportunity of examining a uterus removed from a 
woman, aged forty-three years, whose ovaries had been extirpated two years 
before. 

Transverse sections through the organ showed that the endometrium was 
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poor in cells, the ciliated being replaced by cubical epithelium with granular 
nuclei. In some cases the epithelial was directly continuous with the mus- 
cular layer, while in others the mucosa was one-half millimetre in thickness. 
The glands were small and often cystic, rarely without external openings ; 
a few were seen in the muscular layer. The latter was atrophied, with an 
increase in the connective tissue. Neither fatty degeneration nor round-cell 
infiltration was observed. The openings of the tubes were ubliterated. The 
writer summarizes as follows: the endometrium of the human uterus after 
castration undergoes retrograde changes, as in senile atrophy, which are indi- 
cated by disappearance of the ciliated epithelium, atrophy of the interglan- 
dular cells, and destruction or cystic degeneration of the glands. 


RESULTS OF ANTERIOR COLPOTOMY. 


WENDELER (Berliner klin. Wochenschrift, 1896, Nos. 1 and 2) reports 149 
operations by Martin and his assistant, with an afebrile convalescence in 
89 cases. Contrary to Mackenrodt, the writer regards the operation as 
entirely free from danger, nor has he noted many instances of vesical dis- 
turbance following it. Seven cases of hemorrhage were noted, none of which 
was serious. The complications noted during pregnancy and labor he affirms 
are due to improper technique. In order to avoid them the following pre- 
cautions should be observed: 1. The median vertical incision in the ante- 
rior vaginal wall should be made as long as possible—i.e., its lower point 
should be as near to the meatus as possible without injuring the ureter. 2. 
The upper suture should always be placed an inch below the top of the 
fundus uteri, and is so tied that the uterus shall be either not at all or only 
slightly anteflexed. 3. Catgut is the best sutute-material. Pregnancy occurred 
only once in the 149 cases, and had advanced to the eighth month without 
any disturbance, the enlargement of the uterus having been continued in a 
perfectly normal manner. 

Sixty-one patients were cured of this symptom, fourteen relieved, and in 
nine there was no improvement. In not a single instance did the retrover- 
sion recur. 


REcTAL GONORRHGA IN WOMEN. 


BAER (Deutsche med. Wochenschrift, 1896, No. 8), among 191 cases of gonor- 
rhea in women, noted 67 in which the rectum was involved, gonococci being 
found in the discharge from the bowel. 

While infection may result directly from unnatural coitus, the writer 
believes that in the majority of the cases it is due to contact of the vaginal 
discharge with the rectal mucous membrane, especially in women with deep 
perineal lacerations. Infection through thermometers, rectal tubes, etc., is 
doubtful. Few of the patients presented any marked local symptoms, unless 
there was an ulceration at the anal orifice. These complained of burning 
pain during defecation, with discharge of pus and blood. Condylomata and 
eczema were rare. 

On inspection the rectal mucosa was seen to be deeply congested, the folds 
swollen and glistening, with erosions which bled easily, and were covered 
with pus. A deep ulceration was found only once, and periproctitis in two 
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cases. The treatment consisted in irrigation of the rectum twice daily, 
through a speculum, with a 3 per cent. solution of boric acid, followed by 
bichloride of mercury 1: 8000, in order to destroy the gonococci, half a litre 
of each heing used. The erosions were touched with argentamin(?), 2 per cent. 
solution. Ichthyol suppositories were also used with good effect. 


HYGIENE AND PUBLIO HEALTH. 


UNDER THE CHARGE OF 
EDWARD F. WILLOUGHBY, M.D., 


OF LONDON ; 
AND 
CHARLES HARRINGTON, M.D., 


INSTRUCTOR IN MATERIA MEDICA AND HYGIENE, HARVARD MEDICAL SCHOOL. 


DISINFECTION OF WELLS DURING CHOLERA EPIDEMICS. 

SURGEON-CAPTAIN P. W. O’GoRMAN, in the Indian Medical Gazette, July, 
1896, says that during a recent outbreak of cholera at Midnapore, which began 
at a season favorable for its spread, the number of cases (117) was supposed to 
have been kept down by reason of the introduction of special preventive meas- 
ures. Cases occurred in all of the six wards into which the place is divided. 
The European quarter and the central jail were quite free. The former used 
water from the best well, and either filtered or boiled and filtered it before 
using ; in the latter, especial care is taken of the water and its regular boiling 
and filtering, and no case of cholera had occurred there during two years. The 
first person afflicted in the town came from Calcutta, where he contracted the 
disease, and then contaminated the well in his yard. Two days after his 
death a relative was attacked in the same house along with a next-door 
neighbor, whose well was about thirty feet distant from the first, and only 
twenty feet from a cesspool. The cases spreading, forty-six public and pri- 
vate wells were disinfected with permanganate of potassium, and in a short 
time the outbreak ceased. From an ounce to an ounce and a half of the 
salt, according to the size of the well, was dissolved in a bucket, poured into 
the well, and agitated. If in a half-hour after the addition a specimen of 
the water showed a red tinge, it was considered that enough had been added ; 
if the red had vanished, more was added until the necessary amount was 
reached. 

E. H. Hankin, M. A. (Indian Medical Gazette, July, 1896), writing on the 
use of permanganate in combating water-borne diseases, says that in some 
cases from an excess of zeal too much may be added, and that in consequence 
fish, frogs, turtles, etc., put into the wells by the inhabitants to keep the water 
clean, are killed, so that the water becomes putrid, and thus the people are 
driven to use other untreated sources of supply. In other cases too small an 
amount is added, so that the pink color at first produced fades in a short time 
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and before any action on the cholera microbes present is likely to have been 
produced. Enough permanganate should be added to produce a coloring 
lasting twenty-four hours, and from one to eight ounces is usually sufficient 
for ordinary wells. 


A NEw ADULTERANT FOR THE PRESERVATION OF MILK. 


Mr. G. DEeNIGEs (Revue Internationale des Falsifications, ix. 36) finds on 
analysis of three powdered preparations used in France for the preservation 
of milk, that two contained chromate of potassium and the other was a mix- 
ture of the chromate and bicarbonate. Of the latter, two grammes were recom- 
mended for fifty litres of milk, but in one specimen of milk he found three 
decigrammes, The presence of the adulterant is very easily detected by mix- 
ing together equal volumes of the suspected milk and a 2 per cent. solution of 
silver nitrate, when a red color, varying in intensity according to the amount 
of the adulterant present, is produced. 


FORMALDEHYD GAS AS A PRACTICAL DISINFECTANT. 


ProFessor E. Prunt (Zeitschrift fiir Hygiene und Infectionskrankheiten, 
xxii. 339) reports the result of his experiments with formaldehyd as a room- 
disinfectant, using an improved form of Krell’s lamps. Miquel, Philipp, 
and Oehmichen had already reported good results, Miquel concluding that 
the agent is the only safe and reliable quickly acting means for disinfecting 
large spaces, thereby disagreeing with Ascoli, who found its action to be not 
uniformly exerted throughout the room. Dieudonné had tried the Tollen’s 
lamp in a room of 28.4 cubic metres, converting 200 grammes of methyl 
alcohol into formaldehyd, and using cholera and typhoid cultures and an- 
thrax-spores as test-objects. After twenty-four hours’ exposure of the test- 
objects in the well-closed room, it was found that the cholera and typhoid 
germs were killed, but not so the anthrax-spores. After another period of 
twenty-four hours only a part of the latter at about the middle level of the 
room were killed. On trying a Krell’s lamp, with which 320 grammes of 
methyl alcohol were converted into formaldehyd, all of the organisms were 
killed within twenty-four hours. Pfuhl obtained seventeen of the improved 
Krell’s lamps, each having a capacity of 200 c.cm., and conducted his experi- 
ments in three rooms of 263, 92, and 60 cubic metres capacity. The test-objects, 
fresh and dried tuberculous sputa, pure cultures of typhoid, cholera, and diph- 
theria, anthrax-spores, tetanus-spores, streptococci, and staphylococcus aureus, 
were exposed in open glass dishes about the rooms. The lamps were placed so 
as to insure uniform distribution of the gas. The duration of the generation 
of the gas was commonly twenty to twenty-one hours, the experiments begin- 
ning mostly between eleven A.M. and noon, and ending at eight or nine A.M , 
when the doors and windows were opened. In several of the experiments 
the duration was but fifteen hours. Most of the gas disappeared soon after 
providing an exit, and one could work in the rooms an hour later, though not 
with complete comfort. The odor often persisted for two days. On going 
into a room in which the lamps were still burning almost unbearable irrita- 
tion of the eyes and nose was caused, and breathing was impossible. The 
results of the experiments showed in general that much depends on the 
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thickness of the layer of infective material. Thus, one form may be killed 
after exposure to a certain amount of gas, and again be alive after exposure 
of a deeper layer to a greater amount of gas, the penetration of the latter 
being not sufficiently deep. 


RESULTS. 
Amount of methyl alcohol 
Test-objects. (converted to formaldehyd) 
mene per cubic metre to kill. 

Tubercle-bacilli in fresh sputum 4 14.1 
Tubercle-bacilli in dried sputum ‘ 15.7 
Other bacteriain fresh sputum... : x 
Fresh agar culture of typhoid bacilli mM * 
Dried agar culture of typhoid bacilli 
Fresh agar culture of cholera-bacilli, not killed by 
Fresh agar culture of diphtheria-bacilli . 60 
Dried agar culture of diphtheria-bacilli 
Fresh agar culture of staphyl. pyog. aureus . 141 
Dried agar culture of staphyl. pyog. aureus . 
Fresh agar culture with anthrax-spores, notby 94.1 
Dried anthrax-spores, not by . ‘ 94.1 


Thus it appears that fresh and dry tubercle-bacilli are killed with compara- 
tive ease, but that on the whole the agent is not well suited to general disin- 
fection. Many difficulties present themselves, many lamps are needed, and 
the agent is a bad one for handling. It cannot be used in a compressed form 
in cylinders, since it goes from monoformaldehyd into tri-, hexa-, and other 
higher polymers, which are indifferent bodies, hardly to be considered as dis- 
infectants. 

Drs. G. Roux and A. TRILLAT (Annales de [ Institut Pasteur, ix.) experi- 
mented with the same agent in a room of 78 cubic metres capacity, burning 
5000 grammes of methyl alcohol, and did not succeed in completely killing 
the various infectious materials exposed. 

Dr. K. WALKER (Zeitschrift fiir Hygiene und Infectionskrankheiten, xxi. 
421) states that formalin (a 40 per cent. solution of formaldehyd) in the 
strength of one to ten thousand prevents the growth of cholera, typhoid, 
diphtheria, and staphylococcus pyogenes aureus, and as gas in great dilution 
greatly restricts their growth; that in 1 per cent. solution pure cultures of 
pathogenic germs are killed in one hour, and in weak alcoholic solution its 
action is intensified; and that feces are almost instantly deodorized by a 1 
per cent. solution, and by a 10 per cent. solution are sterilized within ten 
minutes. 

Dr. NILS ENGLUND (Om Formaldehyden, Stockholm, 1895), experimenting 
to discover which of the processes for disinfecting dwellings with formal- 
dehyd is the most applicable, found that the various lamps were two small 
and gave uncertain results. Two methods proved to be highly effective 
against the various bacteria with which the rooms were infected: One by 
spraying the walls, furniture, etc., with a 2 per cent. solution and allowing 
the room to remain closed for twenty-four hours; 60 to 70 c.c. of solution 
are enough for a square metre of surface. The other by evaporation from 
sheets dipped into a solution of half a kilo of calcium chloride in a litre of 
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formaldehyd and hung in theroom. The room is left closed until the next 
day. A sheet of two square metres is enough for eight cubic metres of space. 
The agent is found to be particularly useful for furs, books, etc. The method 
by spraying is a very cheap process, but those engaged in the work must 
protect the eyes by a special form of glasses, and the hands with gloves or 
vaseline, and must use a cotton-wool respirator. 

[Formaldehyd, the aldehyd of formic acid, is produced when the vapor of 
methyl alcohol is passed with air over a glowing platinum spiral. It isa 
colorless, irritating gas, easily soluble in water, and easily oxidized in the air 
to formic acid. ] 


Poisonous ACTION OF SULPHURIC ACID AND ITS SALTS IN FOODSTUFFS. 


Dr. H. KionKa (Zeitschrift fiir Hygiene und Infectionskrankeiten, xxii. 351) 
shows that sulphite of sodium in practical doses exerts on cold-blooded ani- 
mals an injurious effect on the heart and a paralyzing action on the central 
nervous system, and that in large doses it is rapidly fatal to warm-blooded 
animals. Moderate doses, such as would agree with the amount of the sub- 
stance prescribed in the directions for use of food-preservatives containing 
it, were found to affect seriously the lungs and kidneys. These preparations 
are extensively used by sausage-makers and others for the preparation of 
sausages, meats, wines, beers, canned vegetables, and fruit. In his experi- 
ments large doses were used, but the continued small doses with food are 
regarded as unwarrantable. Even after cooking, at least two-thirds of the 
amount originally present are retained. Thirty-cne dry meat-preservatives 
examined consisted of sodium sulphite with more or less sodium sulphate, 
bisulphite, and chloride, and in some cases bogax ; but in general they were 
mixtures of sulphate and sulphide. Fourteen liquid preservatives proved to 
be mixtures of sulphite and sulphate of calcium or of sulphite, sulphate, and 
bisulphite of sodium. Tinned foods do not need any preservative, as they 
are sterilized by heat; but those put up in glass, which easily breaks in the 
process, are often so adulterated. Sendtner (Munich) found in thirty-two 
samples from 26.4 to 482.6 milligrammes per jar. 


Notice to Contributors.—All communications intended for insertion in the Original 
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Contributions from abroad written in a foreign language, if on examination they 
are found desirable for this Journal, will be translated at its expense. 
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